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George, E. J., Toren, J. A., and Lowell, J. W.: The 
Study of the Ocular Movements in the Hori- 
zontal Plane. Am. J. Ophth., 1923, 3 s. vi, 833- 


A machine called the “ocular kinemometer” was 
devised to determine the point within the eye 
through which the visual axis of the eye would pass 
at_all times during any excursion in the horizontal 
plane. This point is not the center of motion but is 
fixed in space with reference to the instrument. It is 
determined by means of an adjustable telescope 
mounted on an are with a center of rotation arbi- 
trarily designated as O. As the visual axis and the 
axis of the telescope can be made to coincide, the 
point O and the point on the visual axis to be deter- 
mined coincide. The relation of this point to the eve 
or its location within the eye can be accurately 
measured from the corneal vertex. This is accom- 
plished by means of a microscope which is mounted 
at right angles to the telescope so that the corneal 
vertex may be observed at a right angle to the visual 
axis. 

In practice, the patient’s head is fixed, and by ad- 
justments, the visual axis is made to coincide with 
the axis of the instrument in an arc 30 degrees nasal- 
ward and 30 degrees templeward. When this is 
accomplished, it is found that the corneal vertex 
invariably advances when it is turned nasalward 
and recedes when it is turned templeward, observa- 
tions being made at 10-degree positions. A point 
equidistant from these points would be the center of 
motion. It was impossible to locate it, but a point 
very closely equidistant from the position of the 
corneal vertex over an excursion 30 degrees nasal- 
ward and 20 degrees templeward was found. This 
may be considered a fixed point, but after passing 
20 degrees templeward, the recession occurs at a 
greater rate and the point becomes a_ variable. 
Che fixed point is 15.4 mm. posterior to the corneal 
vertex and 1.65 mm. nasalward from the visual 
axis. 
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Computations from these experiments show that 
the cornea in its arc of 60 degrees moves 15.86 mm., 
the optic nerve juncture moves 9.73 mm., and the 
center of motion is nearer the posterior pole. Error 
in the position of the point O is possible because of 
the fact that fixation of the macula occurs upon a 
small area which, -the authors believe, is only 1/5 
mm. in its maximum diameter, but the variation 
due to this in the 60-degree arc would be too small 
to affect the readings. Manrorp R. Wattz, M.D. 


Li, T. M.: Congenital Total Bilateral Ophthalmo- 
plegia. Am. J.Ophth., 1923, 3s. vi, 816. 


Two cases of bilateral ophthalmoplegia are re- 
ported. The subjects were sisters, the third and 
fourth of a family of five children. The oldest child, 
a boy, is normal; the next-born, a boy who died at the 
age of 7 years, had the same condition as the two 
girls whose cases are reported. The fifth child is 
normal. The family history is otherwise negative, 
and in the cases reported the Wassermann test is 
negative. The two cases are almost identical. 

Since birth, the lids have been ptosed, only slight 
elevation being possible through action of the fron- 
talis muscles. The eyes are almost stationary in a 
divergent position, a little function being elicited 
only in the internal recti. The pupils are small, 
irregular, and unequal; they react only to a pencil of 
strong light directed on the macular region and then 
only by a slight alternate contraction and dilatation. 
Atropine semidilates the pupils; eserin has no effect. 
The media and fundi are negative to the ophthal- 
moscope, and refraction shows a high degree of 
hyperopia with a small cylinder added. Some nys- 
tagmus was elicited during ophthalmoscopic exam- 
ination. Neurological examination showed the child- 
ren to be normal in other respects. 

At operation the external muscles were found pale 
and flabby, and the tendons were thin and narrow, 
with mal-insertions. A Reese resection on the inter- 
nal recti and a tenotomy on the external recti gave 
no results. 
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The author draws the following conclusions: 

1. The condition in these cases is congenital and 
probably hereditary. 

2. It is probably nuclear in origin, the ganglia 
being partially intact as shown by the slight degree 
of function of the internal recti and sphincter. How- 
ever, it is difficult to determine whether the paresis is 
due to defective development of the nuclei or to 
degenerative changes in the muscles per se. 

3. The action of the muscles is so slight that they 
are of no aid in the diagnosis. 

4. Operation on the muscles in this condition is 
not successful from any standpoint. Cosmetically, 
fixation of the globes in the primary position to the 
orbital contents may give better results. 

5. The Hunt-Tansley operation for the correction 
of congenital ptosis is not satisfactory because of the 
resulting cicatricial deformity. 

Manrorp R. M.D. 


Rollet and Bussy.: Dilatation and Stenosis of the 
Lachrymal Passages (Ectasies et sténoses des 
voies lacrymales). Lyon chir., 1923, xX, 293. 

In the treatment of dacryocystitis the object is 
to remove the diseased lachrymal passages and to 
provide a new channel for the drainage of the 
lachrymal fluid. The classical treatment consisted 
in the extremely painful use of sounds and catheters 
because narrowing of the nasal canal was considered 
the cause of the lachrymation, infection, dilatation 
of the sac, pericystitis, and fistula. More recently, 
ophthalmologists tend to condemn sounding. 

The authors have measured, dissected, and studied 
by serial section in minute detail 100 diseased 
lachrymal ducts that were removed in a single 
block. From this material they made the following 
determinations: 

1. The lachrymal valves are inconstant in loca- 
tion, form, and number. They are embryonic 
rests and malformations which play an important 
réle in hindering the drainage of the tears and favor- 
ing infection. 

2. In 43 per cent of the cases the nasal canal was 
completely obliterated to a variable extent into a 
fibrous cord. In such cases catheterization would 
be useless and would aggravate the stenosis. 

3. Dacryocystitis is characterized by a combina- 
tion of three processes: (1) leucocytic infiltration of 
the follicles, (2) degeneration of the epithelium with 
proliferation of inflammatory cells, and (3) connec- 
tive-tissue hyperplasia. The predominance of any 
one of these processes establishes the clinical type 
of the condition. 

4. Dacryocystitis is usually of nasal origin, the 
inflammatory, degenerative, or hyperplastic lesions 
being most extensive in the lower part of the canal. 

5. The lachrymal sac and canal are a single 
structure and react to infection in essentially the 
same way and as a whole. 

6. Obliteration of the canal does not cause dila- 
tation of the sac. In the cases studied the most 
marked dilatation occurred when the lachrymal 


passages were freely permeable. The dilatation of 
the sac probably depends on a trophosclerosis in- 
volving both the sac and the canal. There may be 
dacryocystitis with either atresia or dilatation of 
both the sac and the canal. 

7. The old theory attributing dilatation of the 
sac to stenosis of the canal is doubtful. 

8. The failure of conservative operations is 
accounted for by the fact that dilatation of the sac 
may occur in the absence of stricture of the canal. 

g. In the treatment, the removal of the entire 
diseased lachrymal passage is indicated. 

WatterR C. Burket, M.D. 


Callahan, J. F.: The Treatment of Acute and 
Chronic Dacryocystitis with Silver Cannu!lz. 
Laryngoscope, 1923, Xxxiii, 805. 

Callahan reports the successful use of a metal 
cannula in the treatment of acute and chronic 
dacryocystitis. The cannula is of silver or gold, 
pliable enough to be passed into the canal and with- 
drawn from the nasal end below the inferior turbi- 
nate, and sufficiently rigid to remain in place. Calla- 
han uses the largest cannula that can be introduced 
into the duct without force, and leaves it in place for 
three months. 

In acute dacryocystitis he opens the abscess 
through the skin, passes a large probe into the nose 
through the duct, and then introduces the cannula 
into the duct so that its upper end is below the or- 
bital rim. 

In chronic dacryocystitis the method of Agnew is 
employed, an incision being made through the con- 
junctiva between the caruncle and the inner com- 
missure of the lids and carried through the sac down 
to the bone. This incision may be enlarged by cut- 
ting upward and outward. 

At the end of three months, cocaine is instilled into 
the conjunctival sac and applied in the region of the 
lower turbinate. The cannula is removed from the 
nasal cavity with a small hemostat which is turned 
so that the cannula is wound around it. 

The chief virtue in treating dacryocystitis in this 
manner lies in the sound surgical procedure of drain- 
ing an abscess from the bottom. 

Vircit Wescott, M.D. 


Lambert, W. E.: Ocular Complications of Nasal 
Sinus Diseases. Virginia M. Month., 1923, |, 532- 


From a review of the literature since 1911 with 
regard to the relation between ocular lesions, espe- 
cially retrobulbar neuritis, and sinus disease the 
conclusion is reached that the enlargement of the 
blind spot is very important evidence of such a 
relationship and that therefore careful mapping out 
of this spot should be done frequently. 

If the other obvious causes of optic nerve distur- 
bances can be eliminated, an operation upon the 
posterior ethmoidal and sphenoidal cells is justifiable, 
even though clinical and X-ray evidence of diseased 
sinuses may be wanting. The author reports a case 
of this type. Orto M. Rorrt, M.D. 
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White, L. E.: An Anatomical and X-Ray Study of 
the Optic Canal in Cases of Optic Nerve In- 
volvement. Boston M. & S. J., 1923, clxxxix, 741. 


In an attempt to determine the reason for re- 
covery in some cases of optic nerve involvement and 
loss of vision in others White had roentgenograms 
taken of many skulls to determine the size and 
conformation of the optic canal. Patients with old 
and recent nerve involvement and twenty-five 
normal persons were studied in this way. 

In the skulls of forty stillborn infants it was found 
that the canal was of the same diameter as in adults 
but was very short. In the cases of normal persons 
only five canals (10 per cent) were oval. The aver- 
age diameter was 5.35 mm. In the twenty-five 
cases in which the nerve was involved there were 
twenty-six oval canals (50 per cent). The nerve was 
involved in nineteen of these and in twelve of the 
twenty-four round canals. Twelve of the subjects 
with oval canals were operated upon; one recovered. 
In the cases not operated upon there was no im- 
provement. Of the ten persons with round canals, 
one recovered without operation, six were subjected 
to intranasal operations, and three were subjected 
to tonsillectomy. 

The author draws the conclusion that in cases of 
severe optic nerve involvement with an optic canal 
of 4 mm. the opening of the posterior sinuses is 
indicated. When the canal measures 5 mm. the 
nerve will recover spontaneously or following local 
nasal treatment. VirciL Wescott, M.D. 


NOSE 


Granger, A.: Positive Identification of the Sphe- 
noid and Ethmoid Sinuses. J. Am. M. Ass., 
1923, Ixxxi, 1336. 

The position taken by the author makes use of 
the glabella and the alveolus as the two fixed points. 
Heretofore the nose was one of the principal points 
of support, but this did not prevent the head from 
moving. The use of the nose as a support is elimina- 
ted by the employment of a head rest consisting of a 
sheet of bakelite with an aperture for the nose. 
This is attached to a frame % in. thick and surround- 
ed by a strip 4 in. thick, and 14 in. deep, by means 
of which, serving as a support for the head, it can 
be held securely 14 in. above a cassette film holder. 

When the nose is placed in the aperture cut in the 
bakelite sheet—the size and position of which was 
carefully pre-determined—the head is automatically 
centered over the same part of the film, the soft 
tissue of the nose can be compressed without causing 
pain or discomfort, and the head can be made to 
Test on the same two points—the alveolus and 
glabella—on which dried skulls rest when they are 
placed on the head rest with their nasal bones 
inserted in the aperture made to receive them. 
These two points, which bear a very constant 
relation to each other even in heads of different 
shapes and sizes, afford a firm support for the head, 
doing away with the tendency to pivot in the direc- 


tion of its longitudinal or its transverse diameter, a 
tendency always present when the nose is one of the 
points on which the head rests. 

The best angle was found to be one of 107 degrees 
when the sphenoid shadow was projected farthest 
up. This angle was held by means of a block with 
an angle of 17 degrees. 

For a thorough understanding of the landmarks, 
one must read the original article in which the 
illustrations are of as great aid as the text. Suffice 
it to say that the sphenoid shadow is bounded above 
by a curved line with its convexity up which is 
formed by the portion of the bony wall of the 
sphenoid called the optic groove. The shadow of the 
ethmoids is bounded above by a line formed by the 
inner or cerebral plate of the orbital or horizontal 
portion of the frontal bone, and its inner boundary 
is indicated by the vertical shadow of the superior 
turbinate bones. The posterior cells lie above, and 
the anterior cells lie below, the shadow of the middle 
turbinate bones. Otto M. Rort, M.D. 


Kompanejez, G.: Five Cases of Empyema of the 
Ethmoid Labyrinth with Rupture into the 
Orbits (Fuenf Faelle von Empyem des Siebbein- 
labyrinths mit Durchbruch in die Orbita). Med. J. 
Moscow, 1923, I. 


In four of the five cases the empyema developed 
from one to four months after an attack of typhus. 
Extranasal operations were done. In two cases it 
was possible to demonstrate the bacillus fusiformis 
and the spirillum of Vincent. In one case an epidural 
abscess in the anterior fossa of the skull and a defect 
in the lamina papyracea were found. In all of the 
five cases the deviation of the eyeball and the lid 
symptom showed no characteristic difference from 
that seen when the pus ruptures into the frontal 
sinus. Consequently the differential symptoms 
advanced by Guttmann for the differentiation of 
empyema of the ethmoid labyrinth from that of the 
frontal sinus with external rupture was not confirmed. 

HERZENBERG (Z). 


Bacher, J. A.: Fatal Air Embolism After Puncture 
of the Maxillary Antrum; Autopsy. California 
State J. M., 1923, xxi, 433- 


A roentgenogram of the antra of a man 4o years 
old showed a thickened lining membrane. Following 
the usual procedure, a straight 2-mm. (outside diam- 
eter) trocar was passed into the antrum through the 
right inferior meatal wall. Air forced through the 
trocar caused the patient to collapse. Resuscitation 
was impossible. Autopsy showed that death was due 
to air embolism, the right ventricle and the conus of 
the pulmonary artery being filled with a foam of air 
and blood. 

Because of this accident, the trocar is now inserted 
without any rubber connections, suction is applied 
to determine whether it has entered a vein, the 
liquid is forced through without first forcing air 
through, and air is used to clear the antrum of fluid. 

Manrorp R. Wattz, M.D. 
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MOUTH 


Mellanby, M.: The Effect of Diet on the Resistance 
of the Teeth to Caries. Proc. Roy. Soc. Med., 
Lond., 1923, xvi, Sect. Odont., 74. 


Of 302 deciduous teeth of children examined 
microscopically, 84.5 per cent showed structural de- 
tects which the author attributes to diet deficiencies. 
Of these. only 3 per cent showed hypoplasia on 
microscopic examination. The occasional secondary 
formation of dentine was structurally good or poor 
according to the diet. 

Puppies on a diet including sufficient Vitamin A 
had better teeth than those fed a diet lacking this 
vitamin. 

The author has attempted to prove that immunity 
and susceptibility to dental caries is dependent, not 
on the environment of the teeth, but upon the struc- 
tural peculiarities regulated through the dental pulp 
and dependent principally on the character of the 
diet. Cuarces W. FREEMAN, M.D. 


DeForest, H. P.: Leucoplakia Buccalis. Surg., 
1923, Ixxviii, 474. 

' In an attempt to review as far as possible all of the 
articles on leucoplakia in the current medical 
literature the author found that such cases are very 
rare. As the lesions of this disease vary materially 
in different persons, practically all of these cases are 
herewith reviewed and compared. 

The series of illustrations which accompany the 
article show the various phases in the development 
of the condition. 

After discussing the various synonyms used for 
the disease and briefly sketching its history, the 
author defines it as a chronic and progressive affec- 
tion of the mouth characterized by the occurrence 
upon the mucous membrane of snow-white patches 
which are sometimes circumscribed and sometimes 
diffuse. The further discussion deals with the 
etiology, symptoms, pathology, diagnosis, prog- 
nosis, and treatment. 

The etiology is unknown. Local irritants in the 
mouth are unquestionably factors, but it is probable 
that the disease is of parasitic origin. The parasite is 
probably similar in character to the known parasite 
which causes syphilis and the unknown parasite 
which often leads to the formation of epitheliomata 
in the same region. Whether it resembles the spiro- 
cheta, whether it is a protozoal form similar to the 
plasmodium of malaria, Texas fever, sleeping sick- 
ness, or other diseases, is unknown. At any rate, 
it seems probable that it may be destroyed by the 
same agents that have been found to destroy the 
spirochaete. 

There appear to be two fairly well-marked clinical 
forms of the condition: the undeveloped and the 
common form. 

In the undeveloped form the advance is slow and 
accompanied by almost no disturbances. A slight 
turgescence of the papilla of the tongue is noticed, 
and the normal! furrows of the tongue are accentuated. 


This is the so-called ‘‘ parquet” tongue which after 
a while becomes gray and ultimately white. The 
papille then become hypertrophied and covered 
with thick epithelium. After a period of years, small 
ulcers and true fissures are formed. 

In the common form there are functional dis- 
turbances, such as stiffness of the tongue and 
difficulty in speech, mastication, and swallowing. 
Later, ulcers and fissures develop, causing pain. 
Salivation and an occasional hemorrhage occur, 
due to tearing of the tissues. The lesions are grayish 
white, pure white, or of a glistening iridescent white 
suggesting mother of pearl. 

Three successive stages are described: In the 
first, there is hyperkeratinization of the mucosa 
which becomes horny and hypertrophied and shows 
a granular layer rich in creatin or eleidin.. This 
layer then swells and becomes very large as a result 
of the thickening of the horny layer. 

In the second stage ulcers are formed as the 
result of the excessive hardening. These take the 
form of fissures within the plaques and around their 
edges. The fissures extend completely through the 
mucosa as far as the papilla and cause inflammatory 
lesions, exfoliation, desquamation, and infiltration. 
There may be also a pronounced change in the 
submucous glands. 

The third stage is characterized by thickening 
and hardening of the dura around the plaques, 
sclerotic atrophy of the blood vessels, and dis- 
sociation, compression, and atrophy of the muscular 
fibers. 

In the diagnosis the condition must be differen- 
tiated from thrush, acute gonorrhceal stomatitis, 
and Bedner’s aphthe in infants and from aphthous 
stomatitis, chronic recurrent aphtha, acute papular 
glossitis, ulcerative tuberculosis of the tongue, 
miliary tuberculosis of the tongue, lichen planus, 
ruber, and the papular form of syphilis occurring 
in adults. 

The lesion has persisted for years and often for 
life. 

The author reports a cure in two cases treated by 
intravenous injections of salvarsan, and_ believes 
that this method may prove more effective than any 
other. OTTo M. Rortr, M.D. 


Stahl, O.: Operation for Congenital Cleft Palate: 
End-Results of Uranostaphyloplasty According 
to Langenbeck (Zur Operation der angeborenen 
Gaumenspalte: Endergebnisee der Uranostaphylo- 
plastik nach Langenbeck). Arch. f. klin. Chir.. 1923 
CXXIll, 271. 

Hildebrand’s clinic has accepted Lexer’s dictum 
that in cases of cleft palate operation should be 
performed whenever it is.not contra-indicated by 
general weakness or disease and sufficient plastic 
material is present. The typical Langenbeck op- 
eration is used almost exclusively. Stahl describes 
its technique in detail. It is carried out under ether 
narcosis with the patient’s head suspended ani the 
use of a Whitehead speculum. Two lateral inci- 
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sions are made, the mucoperiosteal covering of the 
palate is separated, and the margins of the cleft are 
freshened and sutured. 

The operation should be performed between the 
third and sixth years. The better developed and the 
stronger the child, the earlier it may be done; at all 
events the correction should be made before the child 
begins school. In infancy the operation is dangerous 
because of the associated loss of blood. It should 
not be performed before the possibility of rational 
instruction in speech, since children easily acquire 
a poor manner of speech afterward. Essential for a 
satisfactory result is a good nutritional condition. 
This was shown by the statistics of the clinic for 
the period of the war when, clearly because of the 
unfavorable nutritional conditions at that time, the 
operation was completely successful in only two of 
sixteen cases, Only partially successful in seven, and 
a complete failure in seven, while in a total of 
seventy-nine cases it was completely successful in 
only thirty-nine (49.4 per cent), partially successful 
in thirty-one (39.2 per cent), and a failure in nine 
(11.4 per cent). There were no deaths. The func- 
tional result depends not alone on the successful 
closure between the buccal and nasal cavities, but 
also to a great degree upon that between the velum 
palati and the posterior pharyngeal wall—therefore 
upon the length and function of the soft palate. 
When the latter is defective, the palatal arch may 
be bent in by large tonsils. Atrophy of the pharyn- 
geal wall has an unfavorable effect. Of the greatest 
importance is timely instruction in articulation from 
a person versed in the physiology of speech or a 
teacher of the deaf and dumb; this should be con- 
tinued for at least three months. 

In subsequent examinations it is a mistake to 
examine too many cases in succession, since the 
keenness of one’s perception becomes blunted and 
the occurrence of the errors expected is imagined. 
The slow articulation of single consonants or words 
is not a good test as this can often be performed 
satisfactorily when rapid conversational speech is 
unintelligible. 

In the cases upon which this article is based the 
functional results were dependent, not upon the 
age at which the operation was performed, but solely 
upon the anatomical relations of the palate, pharynx, 
and tongue and the intelligence and energy of the 
patient and his family. By means of plaster-of- 
Paris impressions the author found that pronounced 
changes in the shape of the jaws (above all, retraction 
of the dental arch between the first bicuspid and the 
first molar) were by no means most pronounced in 
the cases operated upon successfully before the 
appearance of the permanent teeth and examined 
again a considerable length of time after the appear- 
ance of these teeth. On the contrary, they were 
demonstrable also in cases which had not been 
operated on, and even in normal persons with the 
so-called high palate. Hence they must be consid- 
ered as due in large part to decreased growth energy 
and masticatory pressure. Srevers (Z). 
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Fantozzi, G.: Tuberculosis of the Tongue (Sulla 
tubercolosi della lingua). Policlin., Rome, 1923, 
Xxx, sez. chir., 233. 


Tuberculosis of the tongue is relatively rare but 
not so uncommon as is generally believed. 

The most pronounced primary types are those 
due to direct exposure. 

The clinical varieties may be divided into the 
lupus type, the ulcerative or superficial type, and 
the nodular or interstitial type. 

The diagnosis is often difficult. Bacteriological 
and histological examinations of a fragment of the 
ulcer are essential. 

The prognosis is good, but the end-results will 
depend upon the thoroughness of the general exam- 
ination for other foci of infection. In all cases a 
roentgen-ray examination of the thorax should be 
made. 

The lupus type is not amenable to operative 
treatment. In the ulcerative and nodular types 
resection should be done well into the healthy tissue. 
This will be followed by primary healing. In very 
advanced cases roentgen and Finsen irradiation 
should be tried. 

Even in favorable cases suitable general treatment 
should be instituted in addition to the local treat- 
ment, in order to combat evident or suspected 
distant foci and to increase the organic defense. 

W. A. BRENNAN. 


Truesdale, P. E.: Cancer of the Tongue. 
Surg., 1923, Ixxviii, 461. 

This article is based on four cases of cancer of the 
tongue which demonstrated the fact that, except 
in the aged, this lesion grows rapidly, invades the 
lymphatics early, and becomes hopelessly advanced 
in from six to nine months. The only one of the 
four patients who is alive three and one-half years 
after the operation was operated upon four months 
after the first appearance of the growth. 

Two stages of the disease are described, the initial 
and the mid-period. 

In the initial stage the condition is suggested by: 
(1) a small plaque-like, hard, smooth, and polished 
sore; (2) a change in a simple ulcer causing it to feel 
slightly stiffer or firmer; (3) a very slight thickening, 
a denser white, and furrowing in an area of leuco- 
plakia; (4) very slight and superficial hardening in 
an area of leucoplakia; (5) a white warty growth or 
compound wart which feels at first as if it were 
fixed to the mucous membrane and quite superficial. 
It is in this initial period that the results of treat- 
ment are best. 

The mid-period, in which the growth quickly 
passes from the operable to the inoperable stage, 
is reached when the objective symptoms render 
the diagnosis quite obvious. The cardinal signs 
as the condition progresses are ulceration, pain, 
hemorrhage, salivation, lymphatic infection, a- 
nemia, and loss of weight. The edges of the growth 
are rolled and prominent, seldom punched, and 
almost never undermined. 


Ann. 
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The prognosis depends upon the patient’s age, 
the stage of the disease, and the method of treat- 
ment. 

When surgical treatment is given in the initial 
stage of the early mid-period, the operative mor- 
tality is not over 5 per cent and a three-year cure is 
obtained in at least 30 per cent of the cases. 

After a few days of preparatory hygienic treat- 
ment of the oral cavity, the following technique is 
carried out: 

With the patient in a semi-upright position, ether 
is administered by the intrapharyngeal method. 
The field of operation is prepared with iodine, and a 
half-strength solution is used in the mouth. The 
neck dissection is done first. A transverse incision, 
slightly curved downward, is made from a point 
about 2 cm. below the lobe of the left ear to a 
corresponding point below the right ear. The 
incision through the skin and the dissection of the 
flap are done with the knife. Then, with the cautery 
knife, the lymphatic gland-bearing area is dissected 
en masse and the entire cervical region is thus ex- 
posed. In the removal of the submaxillary gland on 
the healthy side care is taken to preserve the hypo- 
glossal nerve and the lingual nerve, between which 
the duct of the gland passes. In dissection close to 
the ramus of the jaw there is danger of injuring a 
small branch of the facial nerve supplying the 
angule oris. This nerve is superficial and very 
small. Its severance causes drooping at the angle of 
the lower lip. 

When the dissection has been completed the skin 
margins are brought together and a rubber-tissue 
drain is placed in either side of the neck. 

The second part of the operation consists in the 
removal of a part or all of the tongue. The tongue 
is drawn forward on a retention suture passed 
through its tip. The mucous membrane on the floor 
of the mouth is then incised and dissected free, the 
line of separation being fully 1 cm. distant from the 
growth. The lingual artery, standing out somewhat 
like a cord, is next exposed by blunt dissection and 
tied. The body of the tongue is divided aiong the 
raphé, with care that the line of division extends 
wide of the growth. The diseased half of the tongue 
is drawn upward and removed by cutting the geni- 
ohyoglossus muscle and meeting the midline incision 
by a curved section at the root of the tongue. 

The author refers to the work of Warren who 
demonstrated that the base and the body of the 
tongue are separate: that the lymphatic system 
of these two areas is quite distinct; and that the 
lymphatic system of the two halves of the tongue 
is separate. Because of these facts it is feasible 
to leave the base of the tongue when the site of the 
cancer is limited to the body and to remove only 
one-half of the tongue when only one margin has 
been invaded by the growth. 

In the author’s cases, the power of speech with 
lingual phonetics returned, oral communication 
being established in from seven to ten days after 
the operation. Otto M. Rott, M.D. 


THROAT 


Bloomfield, A. L., and Felty, A. R.: Bacteriological 
Observations on Acute Tonsillitis with Refer- 
ence to Epidemiology and Susceptibility. 
Arch. Int. Med., 1923, xxxii, 483. 


The subjects studied by the authors were 200 
young women, members of the training school for 
nurses of the Johns Hopkins Hospital. 

On the basis of their own experience and the 
reports in the literature, the authors assumed that 
acute tonsillitis is usually an infection caused by 
hemolytic streptococci of the beta type. This 
supposition was confirmed. The plan of study was as 
follows: 

1. A detailed survey of the experimental group 
for hemolytic streptococci at a time when no acute 
streptococcic disease was present. 

2. A bacteriological study of cases of tonsillitis 
occurring in the group subsequently, in order to 
determine whether: (1) tonsillitis is an autogenous 
infection due to a strain of streptococcus previously 
carried by the host, and if so, what factors lead to 
the seasonal outbreak, or whether (2) tonsillitis is an 
exogenous infection due to some external strain or 
strains. 

3. The determination of the relation of carriers 
and contacts to the spread of tonsillitis in the group. 

4 The determination of the relation of the season, 
weather, other infections, etc. to the outbreak of 
tonsillitis. 

5. General epidemiological observations to define 
epidemic and sporadic disease. 

The findings with regard to the bacteriology and 
the relation of tonsillitis to previous carrier states 
are summarized as follows: 

1. Acute tonsillitis was invariably an infection 
with beta hemolytic streptococci. 

2. The disease affected almost uniformly a group 
of persons who were not previously carriers of this 
organism. 

3. Only one of the carriers who were equally ex- 
posed developed acute tonsillitis. 

4. No special clinical or bacteriological associa- 
tion could be demonstrated between successive cases 
of tonsillitis in the group. 

The authors present evidence demonstrating that 
an extensive outbreak of tonsillitis is not a true 
epidemic but only a group of sporadic cases. They 
conclude that tonsillectomy protects against acute 
streptococcic infection of the lymphoid tissue of the 
throat. A. R. Hortenver, M.D. 


NECK 


Thomson, Sir St. C., Dundas-Grant, Sir J., and 
Kelson, W. H.: Discussion on Spasm of the 
Larynx. Brit. M.J., 1923, ii, 712. 


Str St. Craik THomson draws attention to the 
fact that spasm of the larynx is a spasm of the 
glottis. The causes of spasm of the glottis include 
local irritation, irritation of the motor nerves. central 
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nerve lesions, and hysterical and functional dis- 
orders. 

Neuroses of sensation are of two types: (1) 
anesthesia, and (2) hyperesthesia. Sensation may 
be diminished by: 

1. Old age; anemia; drugs such as cocaine, ortho- 
form, menthol, morphine, chloroform, and other 
anwsthetics, and general affections such as influenza, 
typhus cholera, and pneumonia. 

2. Affections of the nerve trunks as in the peri- 
pheral neuritis of diphtheria and conditions involving 
the superior laryngeal nerve such as paralysis of the 
laryngeal muscles. 

3. Central affections such as the bulbar lesions of 
locomotor ataxia, general paralysis glosso-laryngeal 
paralysis, syringomyelia, multiple sclerosis, haemor- 
rhage, tumors, and gummata of the medulla. 

All of these conditions lead to spasm by lowering 
the sensation by which the glottis is protected. 

Hyperesthesia causes spasm by sending an exag- 
gerated warning to the medulla. Among the causes 
are abnormal conditions of the general nervous 
system (such as is present in anemia, neurasthenia, 
fatigue, dyspepsia, and alcoholism); acute and 
chronic laryngitis; and pachydermia. Reflex causes 
may be traced to the tonsils, nose, ears, teeth, or 
thyroid gland. 

Neuroses of motion are caused by lesions which 
irritate the recurrent laryngeal nerve in the neck. 
These include aneurisms, tumors, cancerous growths, 
etc. 

The most common central lesion is that due to 
locomotor ataxia. 

Sir St. Clair describes the phenomena of glotti- 
spasm and discusses the difference between adduc- 
tion spasm and abduction paresis. 

In the immediate treatment, inhalations of chloro- 
form or nitrate of amylare effective. Between attacks 
the condition responsible should be sought. All 
causes of irritation should be avoided. In functional 
cases, bromides are beneficial. Attention to the 
general condition is of great importance. 

Sir JAMEs DunpDAS-GRANT believes that in adults 
the chief factor responsible for glottic spasm is over- 
action of the centers in the bulb of which the adduc- 
tor centers appear to be the stronger. In children 
(with laryngismus stridulus) the trouble is due to 
hyperexcitability of the cortical centers for adduc- 
tion of the cords. 

Laryngismus stridulus he attributes to a deficiency 
of calcium in the blood 

KELSON draws attention to the fact that the mus- 
cles which close the airway in the larynx are stronger 
than those which open it, and that therefore the 
tendency of any nerve irritation, direct or reflex, is 
to cause closure. Attacks of glottic spasm are pro- 
duced more easily in children than in adults because 
in children the excitability of the reflex mechanism is 
greater. It occurs more frequently during the night 
than in the day because at night the control of the 
cerebro-cortical centers is suppressed. Of the 
general morbid conditions favoring glottic spasm, 


rickets appears to be the most important. It has 
been suggested that the laryngeal attacks are analo- 
gous to asthma. Orto M. Rott, M.D. 


Soerensen, J.: The Present Technique of Laryn- 
gectomy and the Various Methods Used for 
This Operation (Ueber den heutigen Stand der 
Tecknik der Kehlkopfexstirpation nebst den ver- 
schiedenen fuer diese Operation angewandten 
Methoden). Zentralbl. f. Hals-, Nasen- u. Ohren- 
heilk., 1923, iii, 161. 


Soerensen reviews the history of laryngectomy 
from the first operation performed successfully by 
Billroth in 1873. Considerable improvement in the 
technique of this procedure in the course of fifty years 
has resulted in a very decided decrease in the mor- 
tality. The formerly attempted union of the 
tracheal stump with the pharynx has been abandoned, 
and as a result the condition of the wound has been 
considerably improved because the primary suture 
of the pharynx, which usually holds firmly without 
tension, prevents the inflow of saliva and food. 

The majority of German surgeons and many 
others begin the extirpation of the larynx from above 
and divide the trachea only after the toilet of the 
pharynx and wound has been completed. This late 
opening of the air passages is an important factor 
in decreasing the danger of wound infection. In 
Germany most surgeons prefer local anesthesia, but 
in other countries chloroform anesthesia is often 
chosen. 

Diseased glands, if they are not very large, are 
removed with the larynx. In the author’s opinion, 
even cases with extensive glandular metastases 
should be operated upon. 

The after-treatment is of the greatest importance. 
The patient should be gotten out of bed within a 
few days after operation and should be given a con- 
centrated diet through a tube introduced through 
the nose. Respiratory exercises and cardiac stimu- 
lants are also indicated. Von TapreINeR (Z). 


Knaus, H.: The Relationship Between the Thyroid 
Gland and the Female Genitals (Zur Korrelation 
zwischen Thyreoidea und den weiblichen Genitale). 
Muenchen. med. Wchuschr., 1923, 1xx, 669. 


The thyroidectomy performed at the Graz clinic 
is nearly always followed by abnormal uterine 
bleeding. Knaus attributes this to a temporary 
hypothyroidism acting upon the ovaries. 

Kote (Z). 


Dunham, H. K.: X-Ray Therapy in Toxic Hyper- 
thyroidism. Ohio State M.J., 1923, xix, 713. 


In the author’s opinion, the X-ray properly used 
will cure every case of hyperthyroidism that surgery 
can cure and others in addition. In a few cases, 
better results can be obtained by the use of both 
methods, but all cases of pressure from the tumor 
should be treated surgically. Relapses after X-ray 
treatment are few and easily relieved. The length 
of time required for X-ray treatment, the chief 
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objection that can be raised to it, is usually erro- 
neously estimated by comparing cases of different 
severity. 

The first and most important factor in the treat- 
ment is a correct diagnosis. The second requisite is 
a knowledge of the disease and the method used in 
the treatment. The third is the time and opportunity 
to care for the nervousness. The fourth is careful 
attention to the general health. The technique 
employed for X-ray treatment consists in exposing 
each lobe of the thyroid and the thymus separately, 
always protecting the larynx. The treatment is 
repeated every three weeks and controlled by the 
metabolic rate. ARTHUR L. SurerrLer, M.D. 


_Slesinger, E. G.: A Note on the Intestinal Theory 
of Exophthalmic Goiter. Practitioner, 1923, cxi, 
266. 

Exophthalmic goiter is invariably associated with 
definite hyperplasia of the thyroid cells. The 
severity of the condition can be determined from 
a study of the pathological changes in the gland. 
Many of the signs and symptoms of the disease are 
those produced by excessive thyroid secretion. The 
cause of the thyroid hyperplasia is uncertain. 

The thyroid is intimately associated with the 
other glands of internal secretion, and particularly 
with the adrenals. In exophthalmic goiter it appears 
that there is some common factor at work which 
causes over-stimulation of both the thyroid and 
the adrenals. When this occurs a vicious circle is 
set up, the thyroid stimulating the adrenals and the 
adrenals in turn further stimulating the thyroid. 
Both of these glands have an inhibitory action on 
the pancreas, a fact which explains the changes in 
the carbohydrate metabolism and the fatty stools 
sometimes seen in goiter. 

The active principle of the thyroid gland is 
thyroxin, an iodine compound of tryptophane. 
Adrenalin is a compound based upon tyrosine. 
Both tryptophane and tyrosine are derived from 
the breaking down in the intestine of the protein 
molecule in which these amino-acids occur. During 
normal metabolism, considerable quantities result 
from the digestion of the protein in the food. A 
certain amount is absorbed as such and a certain 
amount is broken down by the bacteria in the bowel. 
The relative quantities depend upon the extent of 
bacterial activity; therefore deficient bacterial 
activity in the intestine will result in excessive 
absorption of tryptophane and tyrosine. These 
substances are liberated also in the breaking down 
of the body-proteins by the cellular enzymes in such 
conditions as starvation and other states of increased 
tissue destruction. It therefore appears possible 
that the supply of tryptophane explains, in part 
at least, the crisis in the toxic condition following 
loss of weight in cases of exophthalmic goiter. 

The thyroid and the adrenal may then be viewed 
as factories which are fed with raw material in the 
shape of tryptophane and tyrosine and build up that 
material into the finished products, thyroxin and 


adrenalin. Normally, each of these glands can 
respond to normal fluctuations in the supply of raw 
materials by increased production, storing the 
products locally unless they are called into circula- 
tion by the stimulus of the other gland. 

In the thyroid, expansion can occur by hyper- 
plasia of the secreting cells under the double stimulus 
of increased raw material and adrenal stimulation. 
The supply of raw material, while varying somewhat 
according to diet, is dependent mainly on the bac- 
terial activity of the intestine. An excessive number 
of intestinal bacteria, especially in the small in- 
testine, leads to a deficiency in the supply, and 
deficient or altered bacterial activity is followed by 
an excessive supply and consequent hyperfunction 
of the glands. In the early stages of exophthalmic 
goiter there is an excess of adrenalin in the blood 
stream. The evidence in regard to thyroxin is less 
direct, but an increase in tryptophane cannot be 
followed by excessive production of thyroxin unless 
the iodine supply is adequate. 

Iodine metabolism is not clearly understood. It 
appears, however, that the thyroid is almost alone 
in being able to fix iodine to a protein base; con- 
sequently, a large amount of the iodine absorbed 
must be excreted unchanged. On the other hand, 
the thyroid appears capable of conserving iodine to 
a remarkable degree when the supply is deficient. 
Marine has been able to prevent goiter in school 
children by the administration of 2 gm. of sodium 
iodide a year. In this connection iodine-Basedow’s 
disease is of particular interest. This condition 
occurs in persons, usually those with a simple goiter, 
who are treated with iodine. A condition of thyro- 
toxicosis results which is very similar to exophthal- 
mic goiter and often associated with exophthalmos. 
If the hypothesis advanced is correct, these persons 
are absorbing an excess of tryptophane from the 
bowel and the condition is potentially exophthalmic 
goiter. When the necessary iodine is supplied by 
treatment, the excess of tryptophane becomes 
operative. 

There is little doubt that the ultimate treatment 
of exophthalmic goiter will be medical. As yet no 
strictly medical treatment of the disease has been 
devised, but medical measures are employed to 
treat special symptoms and to tide the patient over 
the crises in the course of the intoxication when 
immediate surgery would be disastrous. 

Up to the present time surgical treatment based 
upon the one incontrovertible fact of overaction o! 
the thyroid has been found the most satisfactory, 
but while it controls it does not cure. 

ARTHUR L. SHREFFLER, M.D. 


Holst, J.: The Pathogenic Significance of the 
Changes in the Nervous System in Basedow’s 
Disease (Ueber die pathogenctische Bedeutung der 
Veraenderungen im Nervensystem beim Morbus 
Basedowii). Acta med. Scand., 1923, lviii, 390. 


After discussing the various clinical associations 
and relations of exophthalmic goiter to diabetes, 
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neurasthenia, traumatic neuroses, and epilepsy, the 
author reports the findings of his experimental work 
on exophthalmos. 

In an attempt to produce exophthalmos by chronic 
irritation of the cervical sympathetic nerve cells two 
methods were used, viz.: the injection of bovine 
tubercle bacilli and the insertion of sterile strands of 
silk into the cervical sympathetic ganglia of rabbits. 
The results of both methods were negative. 

The effect of retrobulbar venous congestion on 
exophthalmos was next investigated. Ligation of 
the external jugular vein in rabbits caused marked 
congestion of the retrobulbar veins and varying 
degrees of exophthalmos, but these disappeared 
with the establishment of collateral venous channels. 
The effect was the same whether the cervical sympa- 
thetic ganglion was extirpated or not. The injection 
of from 10 to 20 c.cm. of air into the right heart by 
way of an ear vein produced marked retrobulbar 
venous congestion and exophthalmos which _per- 
sisted after death. 

Holst concludes that the exophthalmos of Base- 
dow’s disease is due to venous congestion in the 
retrobulbar veins and not to contraction of Muller’s 
muscle caused by stimulation of the cervical sympa- 
thetic nerve fibers. 

Witttam P. VAN WaGENEN, M.D. 


Arn, E, R., Bowers, L. G., and Huston, H. R.: 
Surgery of the Thyroid. Ohio State M.J., 1923, 
NIX, 727. 

Aiter classifying the various types of goiter, the 
authors offer suggestions worthy of consideration 
for what they term “‘bad risk cases.’’ As such cases 
they classify neglected adenoma with hyperthy- 
roidism and Grave’s disease. Persons with goiter 
who are bad risks should be prepared for operation 
with care. Rest in bed in a hospital for a few days 
or a few weeks with alleviation of anxiety, worry, 
and fear as far as possible and no mention of opera- 
tion is the ideal preparation. They should be given 
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as generously as possible a low-protein diet and 
large quantities of fluids. Glucose and bicarbonate 
of soda should be administered until the urine is 
alkaline, and ice caps applied to the goiter and pre- 
cordial regions. In some cases transfusion may be 
indicated. Digitalis should be given until a phy- 
siological effect is produced. Occasionally radium 
may be applied to part of one lobe. Bromides and 
morphine are of decided value when physiological 
rest has been induced. 

The operative treatment of choice is ligation done 
in the patient’s room under local anesthesia. In 
the cases of very nervous patients, gas-oxygen may 
be used. The authors employ for all ligations, and 
for nerve blocking in thyroidectomy 1 per cent 
procaine freshly dissolved in norma! salt solution 
without adrenalin. Operation is stopped at any 
stage and the wound packed with gauze if the 
patient shows serious signs of depression and if his 
margin of safety is endangered. Hamostats may 
be left on temporarily, ligation or removal being 
done the same evening. 

At the end of from twenty-four to forty-eight 
hours the wound is closed under local anesthesia. 
With regard to the postoperative care, the authors 
emphasize the importance of supplying large 
quantities of fluid, often as much as 5,000 c.cm. 
daily. Absolute rest is induced by the use of co- 
deine and heroin. Digitalis may be used for stimula- 
tion when necessary. Hyperpyrexia is treated by 
the use of cold. This occurs less often following 
local anesthesia than after general anesthesia. 
When tracheitis develops, inhalations of steam 
bearing tincture of benzoin give relief. The occur- 
rence of postoperative tetany, while rare, is com- 
batted by the administration of from 1o to 30 gr. 
of calcium lactate in a glass of distilled water every 
hour until the spasms have subsided and subse- 
quently every two hours for three to six days, and 
then before meals and at bedtime for a month. 

ARTHUR L. SHREFFLER, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Friedman, L. J.: The Roentgen Signs of Increased 
Intracranial Pressure. NV. York M. J. & Med. 
Rec., 1923, Cxviii, 437. 


The acute type of increased intracranial pressure 
follows trauma and is manifested roentgenologically 
by areas of increased illumination with intervening 
spaces of normal density. This picture occurred in 
go per cent of cases of concussion and 8o per cent of 
cases of fracture due to trauma. When a small 
epidural blood vessel is ruptured, the resulting 
hematoma is recorded in the roentgenogram as an 
area of decreased density. 

The subacute type of increased intracranial pres- 
sure is seen at a more remote date from the injury 
and presents a similar but less distinct roentgeno- 
logical appearance. 

The chronic type, which may be either congenital 
or acquired, is manifested in the roentgenogram by 
crescentic areas of osteoporosis of the inner table of 
the skull. If the congenital type is unaccompanied 
by untoward symptoms it may be ignored, but in the 
cases of unruly or mentally defective children, the 
prognosis is unfavorable. 

Roentgenograms demonstrating the congenital 
type of intracranial pressure may be of value in 
judging some of the criminal classes of insane. 

Intracranial lesions, including tumors, rarely show 
the roentgen evidences of increased intracranial 
pressure. Cartes H. Heacock, M.D. 


McConnell, A. A., and Jefferson, G.: Ventri- 
culography in the Localization of Intracranial 
Tumors. Brit. M. J., 1923, ii, 790. 


McConnell describes an apparatus which is at- 
tached to the head to keep the brain needle in 
place during the aspiration of fluid and the intro- 
duction of air. In his fourteen cases he obtained 
satisfactory ventriculograms in nine, and in four of 
these nine they made the diagnosis possible. In one 
of the four cases the condition was a tumor of the 
cerebellopontine angle, in another a frontal lobe 
tumor, and in the two others a lesion of the posterior 
fossa. 

In the five other cases the ventriculogram merely 
corroborated the clinical diagnosis. Two of McCon- 
nell’s patients died after the examination and one 
during the introduction of the brain needle, before 
the introduction of air. 

Jefferson reports six cases with one death, that 
of a hydrocephalic child. In only one case was a 
positive diagnosis made possible. In two cases the 
ventriculogram gave only corroborative evidence, 
and in two others was of no aid. 


NERVOUS SYSTEM 


Both authors agree that the method should be 
used only after a most careful neurological examina- 
tion has failed to localize the lesion, and emphasize 
the indications and technique originally described 
by Dandy. Loyat E. Davis, M.D. 


SPINAL CORD AND ITS COVERINGS 


Radulescu, A. D.: Observations Regarding Six 
Cases of Compression of the Spinal Cord and 
the Results Following Laminectomy (Betrach- 
tungen ueber 6 Faelle von Kompression des Rueck- 
enmarkes und die Resultate nach Laminektomie). 
Clujul med., 1923, iv, 74. 

Case 1. A man 26 years of age was thrown down 
by an explosion. The accident was followed by a 
short period of unconsciousness and later by fatigue 
and pain in the back. Finally he was able to walk 
only in a bent-over position and with the aid of two 
canes. The findings at the end of a year were: 
kyphosis of the thoracic vertebral column (particu- 
larly the fourth and fifth thoracic vertebra), slight 
tenderness to pressure, weak patellar and Achilles 
reflexes, absence of abdominal wall and cremaster 
reflexes, and disturbances of sensation in the lower 
— The diagnosis was traumatic spondy- 
itis. 

Laminectomy of the fourth and fifth thoracic 
vertebrae was done under local anesthesia. The 
arch of the fifth vertebra was found irregularly 
thickened. In the vertebral defect a section of the 
eighth rib, 6 cm. long, was inserted. A complete 
cure resulted. 

Case 2. A man 50 years of age was buried under 
falling earth, suffering an incomplete fracture (?) 
of the eleventh and twelfth vertebra. After a few 
months, signs of compression were noted. The 
patellar and Babinski reflexes were strongly positive 
and patellar and foot clonus was present. Skin re- 
flexes were absent. Dysuria and constipation 
developed. The gait was spastic, the use of two 
canes being necessary. Kyphoscoliosis was present 
at the level of the tenth to twelfth thoracic vertebre. 
The diagnosis. was traumatic spondylitis. 

Laminectomy of the tenth to twelfth thoracic 
vertebrze was done and the defect covered with bone 
taken from a rib. The patient is now able to walk 
without a cane. 

Case 3. A 28-year-old man suffered for about 
five months with increasing pain in the lower ex- 
tremities. Ultimately complete paralysis developed. 
Examination revealed atrophy of the muscles, equi- 
novarus position of the feet, absence of the patellar, 
Achilles, and plantar reflexes, and disturbances in 
sensation. The diagnosis was compression of the 
spinal cord by a tumor. 
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Laminectomy from the twelfth thoracic to the 
second lumbar vertebre exposed a large, yellowish, 
soft, intradural tumor. This could be removed 
only partially. The histologic diagnosis was lipoma. 
The operation caused no improvement in the 
condition. 

Case 4. A man 20 years of age received a blow 
on the back from a log of wood. Immediately there- 
after he was unable to move his legs. Later he 
developed urinary incontinence, large bed sores, and 
disturbances in sensation in the lower extremities. 
The diagnosis was compression of the cord by callus. 

Laminectomy revealed the arch of the first lum- 
bar vertebra sunken and thickened by masses of 
callus. The compressed cord was freed. Gradual 
improvement followed. The urinary incontinence 
ceased and the patiznt became able to walk, but his 
gait is like that in tabes. 

Case 5. A man 24 years of age had suffered for 
four years with pain in the back, an increasing sen- 
sation of heaviness in the limbs, and sensory dis- 
turbances. When he was seen by the author, ex- 
amination revealed spastic paraparesis, a positive 
Babinski reaction, tenderness on pressure in the 


_region of the fourth and fifth lumbar vertebra, a 


positive Nonne-Apelt reaction of the spinal fluid, a 
positive Pandy reaction, and lymphocytosis. The 
roentgen-ray picture and the Wassermann reaction 
were negative. The diagnosis was intradural tumor 
at the level of the ninth to eleventh dorsal vertebre. 

Laminectomy revealed at the level of the ninth 
thoracic vertebra a grayish-red tumor with a pedicle 
which had its origin near a posterior root. This was 
removed. The histologic diagnosis was fibroma. 
The result was complete recovery except for slight 
anesthesia in the left leg. 

Case 6. A man 56 years of age was kicked by a 
horse. Examination revealed a distinct projection 
of the first thoracic vertebra, tenderness of the 
lower cervical vertebra, complete paralysis of the 
right arm, oedema, sensery disturbances and re- 
striction of active mobility of the lower extremities 
in the dorsal position. The X-ray revealed a fracture 
of the sixth and seventh cervical vertebre. 
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Laminectomy was done from the sixth cervical 
to the first thoracic vertebra. The arch of the sixth 
cervical was found displaced laterally. The opera- 
tion was followed by complete restoration of func- 
tion and sensation in the arm. 

The question as to whether traumatic spondylitis 
is due to a fissure of the vertebra or to a rarefying 
osteitis resulting from nutritional disturbance has 
not been decided. Cases 1 and 2 suggest that the 
first theory is correct. The differential diagnosis 
from tuberculosis and syphilis of the vertebra is 
often difficult. The treatment is generally conserva- 
tive (a plaster-of-Paris cast, supporting apparatus, 
etc.). The author recommends the operation which 
he performed successfully in two cases. The bridging 
of the operative defect with bone taken from a rib 
he regards as of special importance. The roentgen 
ray shows that the graft heals in well. 

WouLcemutH (Z). 


PERIPHERAL NERVES 


Erlacher: Direct Neurotization of Paralyzed 
Muscles (Direkte Neurotisierung gelaehmter Mus- 
keln). Ztschr. f. orthop. Chir., 1923, xliv, 4. 


When direct suture of large defects in nerves is 
impossible, neurotization may be of value in suitable 
cases. Direct implantation may consist in re- 
implanting the sectioned or injured nerve into the 
same muscle; the implantation of an alien motor 
nerve into the paralyzed muscle; or hyperneurotiza- 
tion, in which a motor nerve is made to grow into 
a muscle still having its own nerve. 

Muscular neurotization is indicated, for example, 
in cases of infantile paralysis in which a tendon is not 
available for a plastic operation and nerve material 
is difficult to obtain. In such cases either a trans- 
versely freshened paralyzed muscle may be sutured 
broadly to a transversely freshened healthy muscle, 
or a transversely freshened flap with its own good 
nerve supply may be split from a healthy muscle and 
implanted into the paralyzed muscle. Good results 
have been obtained in paralysis of the facial nerve. 

BRUNNER (Z). 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Berti, G.: Reclus’ Disease (Contributo allo studio 
della malattia di Reclus). Ann. ital. di chir., 1923, 
ii, 729. 

Berti reports the macroscopic and microscopic 
findings in three cases of cystic degeneration of the 
breast (Reclus’ disease) and reviews the literature 
on the subject. The three main theories with 
regard to this disease are that it is of neoplastic 
origin, that it is of inflammatory origin, and that 
it is an involution process. Other hypotheses are 
that it is of traumatic origin and that it is due to 
hypersecretion of the glands which leads to plug- 
ging of the normal duct followed by cystic degenera 
tion to accommodate the accumulated excess fluid. 

Of the three cases reported only one gave evidence 
of bilateral involvement; in all of them the breast 
involvement was complete but there were no axillary 
or clavicular metastases. 

The histologic examination of the breast tissue 
showed that the acini varied from the embryonic 
type to those that had undergone various stages 
of cystic degeneration; some were filled with cu- 
boidal epithelium with the cells arranged concen- 
trically to form lumina. The lumina varied in size 
according to the degree of involvement. They 
showed an inner layer of cylindrical cells of granular 
protoplasm and an outer layer of cuboidal epithe- 
lium. The larger type of cysts had epithelium of a 
stratified squamous nature. 

In certain areas the layers of proliferating epi- 
thelium jutted into the lumen until they became 
segregated from their source of origin and under- 
went degenerative changes. As the cysts enlarged, 
the epithelial lining thinned out and eventually 
disappeared. There was no evidence of epithelial 
proliferation beyond the basal membrane and no 
infiltration of the lymphatic channels or pericellular 
structures. In some areas the lactiferous ducts had 
undergone cystic changes. The interlobular con- 
nective tissue was fibrous and dense, while the inter- 
acinous tissue was thin and mesh-like. 

On the basis of these findings the author rejects 
the view that the cystic changes are due to oblitera- 
tion of the excretory canals communicating between 
the acini and ducts. In support of his conclusion 
he quotes Delbet who reported that following li- 
gation of the lactiferous ducts in a lactating breast, 
no cystic changes were found but eventually the 
gland atrophied. On the basis of the persistent 
absence of penetration of the basal layer and of 
involvement of the skin, lymphatics, and muscula- 
ture, Berti regards the disease as benign. He dif- 
ferentiates between this cystic change and adenoma 
of the mammary gland; the latter presents a cir- 


cumscribed and encapsulated mass, while the former 
is a diffuse condition involving the entire gland. He 
believes that chronic inflammation is not the etio- 
logical factor since, at the outset, inflammatory 
processes affect primarily the parenchymatous 
structure while the intervening connective tissue, 
which is much more resistant, provides for repara- 
tive changes. No such picture occurs in Reclus’ 
disease of the breast. 

Briefly, Berti characterizes Reclus’ disease as 
merely a hyperplasia of the connective tissue sup- 
porting the gland. The cause is still unknown. 
Though he is convinced of the persistently benign 
tendency of the changes, he admits the remote 
possibility of a superimposed malignancy, the re- 
lationship being similar to that between a chronic 
gastric ulcer and subsequent carcinomatous de- 
velopment. He therefore advises total removal of 
the breast. James V. Riccr, M.D. 


Wiener, F.: Resection of the Thoracic Wall in 
the Course of Carcinoma of the Breast, with 
Special Consideration of the End-Results 
(Resektion der Thoraxwand im Verlauf des Mamma- 
Carcinoms, mit besonderer Beruecksichtigung der 
Dauerresultate). Beitr. 2. klin. Chir., 1923, cxxix, 
479- 


In spite of the seemingly successful results of 
roentgenotherapy, the author believes that in a 
given case of carcinoma of the breast which is 
adherent to the thoracic wall and pleura a radical 
operation with resection of the thoracic wall and 
immediate closure of the pleura is justifiable. In 
seven cases treated in this manner by von Eiselsberg 
and in six treated by Tietze there was only one 
death, and in six cases treated by Kuettner there 
was no operative mortality. 

Two of Tietze’s five patients who survived the 
operation were alive and well at the end of two and 
five years respectively but three died of recurrence 
eleven months, one year, and two years later. One 
of von Eiselsberg’s patients remained free from re- 
currence for three years and another for two years. 
Similar results have been reported by other surgeons. 

MARWEDEL (Z). 


TRACHEA, LUNGS, AND PLEURA 


Manson-Bahr, P.: Pulmonary Ameebiasis.§ 
cel, 1923, CCV, 599- 

The author reports three cases of pulmonary intec- 
tion with entameeba histolytica in which the diag- 
nosis was in doubt but immediate improvement ‘ol- 
lowed treatment with emetine injections and with 
ipecac. In none of these cases was there evidence of 
liver involvement nor were the entameeba found in 
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the stools. The diagnosis was arrived at by exclu- 
sion and strengthened by the remarkably prompt 
recovery following the institution of the usual treat- 
ment for dysentery of the entamceba histolytica 
type. The lesions were probably of the nature 
of consolidated bronchopneumonic nodules. This 
would explain the absence of amoebe in the sputum. 

Pulmonary ameebiasis may be secondary to a liver 
abscess which does not cause symptoms and therefore 
remains undiagnosed until after it ruptures through 
the diaphragm. The author reports two such cases. 

Manson-Bahr draws the following conclusions: 

1. Pulmonary ameebiasis may develop independ- 
ently of hepatic abscess. 

2. The pulmonary condition may simulate bron- 
chopneumonia or miliary tuberculosis. 

3. The diagnosis is based upon the evidence of 
amcebiasis, leucocytosis, and remarkable and lasting 
response to emetine and ipecacuanha. 

4. Rupture of a hepatic abscess into the lung may 
occur without previous warning or the coexistence of 
hepatic symptoms. 

5. The resulting pulmonary infection may closely 
resemble idiopathic disease of the lung, such as 
tuberculosis or bronchiectasis, in both its local signs 
and general effects. 

6. The therapeutic action of emetine and ipe- 
cacuanha is as striking in this as in the first condi- 
tion and, as generally recognized,.is more rapid and 
lasting than in amoebic infections of the bowel. 
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7. Secondary infection of the respiratory tract 
with yeast fungi (monilia) may occur (so-called 
bronchomoniliasis). This appears to be of little 
diagnostic importance and possibly is of no etio- 
logical importance. Ravpu B. Betrman, M.D. 


C2SOPHAGUS AND MEDIASTINUM 


Bufalini: Experimental Ligation of the Walls of 
the Gsophagus (Sulla legatura parietale dell’ 
esofago). Arch. ital. di chir., 1923, vii, 567. 

In a series of experiments on rabbits the author 
tied off portions of the cesophageal wall with silk 
ligatures, including all of the layers but avoiding 
constriction of the lumen. The portion ligated 
resembled a small diverticulum. In all cases he 
found at necropsy a necrosis of the ligated tissues 
and a surrounding ulceration of the mucosa. In 
the cases in which the ligature was applied in the 
cervical region there was a marked and extensive 
peri-cesophageal inflammation involving the sur- 
rounding cellular and adipose tissues. When the 
ligature was applied to the abdominal portion there 
was a limited reaction which led to a nodular 
fibrosis. 

In view of these experimental findings Bufalini 
does not recommend a simple mass ligature for the 
treatment of small diverticula in the cervical and 
thoracic portions of the cesophagus. 

James V. Riccr, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Morrow, A. S.: Recurrence of Inguinal Hernia 
After Operative Treatment. Ann. Surg., 1923, 
xxviii, 524. 

The operative cure of inguinal hernia requires 
sound surgical judgment in the selection of the 
cases and the operative procedure and considerable 
technical skill. A distinction should be made be- 
tween the direct and indirect types, and evidence of 
recurrence should be determined by examination 
rather than from the statements of the patient. 

Recurrences are due to faulty selection of cases 
or of the type of operation, faulty technique, or 
operative accidents. 

Cases in which the condition is apt to recur re- 
gardless of the technique used are those in which 
the conjoined tendon is weak or absent and the 
abdominal wall is weak; also cases of large oblique 
hernie of long standing which contain gut or 
omentum and frequently are complicated by sliding 
hernia. 

No one operative procedure is applicable to all 
cases, but removal of the sac alone will cure a certain 
number. Transplantation of the cord is usually 
advisable. In many cases of direct hernia, suture of 
the inner leaf of the external oblique to Poupart’s 
ligament and reinforcement by the transplantation 
of the rectus are necessary. 

Technical errors include failure to separate the 
sac from the transversalis fascia thoroughly; leaving 
too large an opening for the cord; failure to remove 
the sac; and failure to recognize an associated 
direct hernia, the so-called saddle-bag type. Sutures 
are frequently put in so tight that they cause con- 
striction; close approximation is all that is neces- 
sary. Interference with the nerve supply of the area 
is also common. 

The most frequent causes of recurrence are sup- 
puration (which is followed by recurrence in 30 
per cent of the cases in which it develops); prema- 

ture separation of the deep sutures due to improper 
tying; too early absorption of the sutures; strain 
from retching and vomiting following general 
anesthesia; and slipping of the ligature from the neck 
of the sac. M. L. Mason, M.D. 


Silhol: Localized Right Iliac Peritonitis Without 
Appendicitis (Péritonites localisées iliaques droites 
sans appendicite). Arch. franco-belges de chir., 1923, 
XXVi, 700. 


The author reports three cases. 

Case 1. The patient was a woman, 47 years of 
age, who experienced a sudden attack of pain in the 
lower part of the abdomen with localized tenderness 
at McBurney’s point, anorexia, thirst, polyuria, 
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and pain on micturition. A blood count showed 
8,000 leucocytes. At operation an inflammatory 
mass of omentum adherent to the cecum was re- 
moved. The appendix was not seen. The wound 
was closed without drainage. Recovery was 
uneventful. 

Case 2. The patient was a man 31 years of age. 
The condition began one year previously with inter- 
mittent attacks of abdominal pain localized in the 
right iliac fossa. When seen by the author, the 
patient was cachectic and suffering from pulmo- 
nary tuberculosis, intermittent abdominal pain, and 
localized tenderness at McBurney’s point. The 
leucocytes numbered 25,000. There was no fever. 
Operation revealed a perforation at the base of the 
cecum with adhesions. The appendix appeared nor- 
mal. No tuberculous lesion was noted. The patient 
died the night following the operation. 

CasE 3. This case was that of a woman aged 23 
years who had fever and low abdominal pain for 
two and one-half months following the birth of a 
child. In the right iliac fossa an extremely hard 
tumor was palpated. The leucocytes numbered 
9,000. Operation revealed an inflammatory mass 
consisting of omentum, the cecum, and the right 
tube and ovary. The appendix and the loops of the 
small intestine contiguous to the principal lesion 
were somewhat similarly involved. The tube, ovary, 
omentum, and appendix were removed. The patient 
recovered. Histological examination revealed tuber- 
culosis of the ovary, subacute salpingitis, and a 
lymphoid reaction of the appendix which had become 
affected secondarily. Watter C. Burkert, M.D. 


Ashby, H. T.: The After-Results of Abdominal 
—— in Children. Brit. M. J., 1923, ii, 
3. 

There are three main types of abdominal tuber- 
culosis in children: (1) the plastic or cicatrizing 
form, (2) the type in which the mesenteric nodes are 
enlarged and palpable, (3) the ascitic type. These 
types are usually associated, but the characteristics 
of one predominate. 

The symptoms, which are often insidious in char- 
acter, include loss of weight, anemia, and enlarge- 
ment of the abdomen. In some cases the onset is of 
the acute obstructive type, and next to intussuscep- 
tion this is the most common cause of intestinal 
obstruction in children. The disease is most fre- 
quent at the age of 3 years. 

While infection with the bovine bacillus through 
the drinking of the milk from infected cows is known 
to occur, there have been many cases in children 
who never had any but boiled milk. In Japan, cow’s 
milk is never given to children, but abdominal tuber- 
culosis is very common. Moreover, the condition is 
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found among the poor in large cities who do not use 
much milk, and is infrequent among the better 
classes. 

As in all of the author’s cases enlarged bronchial 
glands were found, he is of the opinion that the 
bronchial infection was primary and the abdominal 
condition secondary. 

The prognosis is poor during the first and second 
years of life, but improves as the age of the child 
increases. If ascites is present the condition is 
usually greatly improved by laparotomy. In a large 
percentage of the cases there are no important after- 
affects. No patient should be considered cured until 
he has been free from symptoms for a period of two 
years. J. Pickett, M.D. 


GASTRO-INTESTINAL TRACT 


Willson, H. S.: A Study of 1,000 Consecutive Cases 
Presenting Gastro-Intestinal Symptoms. J.- 
Lancet, 1923, xliii, 512. 

On the basis of a review of 1,000 cases with gastro- 
intestinal symptoms the author comes to the follow- 
ing conclusions: 

1. Although the history and findings may be 
obscure, a very high percentage of persons with 
gastro-intestinal symptoms are suffering from most 
commonly known ailments. 

2. So-called neurasthenics should be carefully 
studied as usually there is an organic reason for their 
trouble. 

3. Chronic gall-bladder and appendiceal con- 
ditions are more frequently the cause of indigestion 
or dyspepsia than are organic diseases of the stomach 
or duodenum. 

4. Chronic cholecystitis with hepatitis is frequent 
in young adults. 

5. Duodenal ulcer is the most frequent direct 
organic disease of the stomach and duodenum, and 
is often difficult to differentiate from disease of the 
gail bladder. 

6. Gastro-intestinal symptoms are caused re- 
flexly by numerous diseases. 

7. A careful history and physical examination are 
of primary importance for a correct diagnosis. 

Marcus H. Hosart, M.D. 


Payne, W. W., and Poulton, E. P.: Visceral Pain 
in the Upper Alimentary Tract. Quart. J. Med., 
1923, Xvii, 53. 


In a study to determine the cause of pain in the 
upper abdomen the authors used a procedure sug- 
gested by Carlson and Hurst, namely, the intro- 
duction of a bag or balloon into the viscus and the 
recording of the pressure readings. They employed 
the water system instead of air, believing it to be 
more accurate. The apparatus consisted of a bag, 
tubber tubing, a manometer, and a syringe so ad- 
justed that the contents of the system could be con- 
tained in the syringe at a certain pressure and level 
inthe manometer. After the bag had been accurate- 
ly placed under fluorscopic control it was filled with 
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water from the syringe and the pressure readings 
were made from the manometer. The cesophagus, 
stomach, duodenum, and jejunum were studied in 
this manner. 

The observations on the cesophagus revealed a 
more or less constant pressure in different locations. 
(Esophageal peristalsis was noted and its time and 
rate were recorded. Burning sensations in the epi- 
gastrium were associated with an increase in the 
pressure in the lower cesophagus. In the authors’ 
opinion, epigastric pain is due to tonic contractions 
in the lower part of the oesophagus. A number of 
clinical cases are reported with pressure tracings to 
illustrate these points. It was noted that with the 
pain there is an increase in the pressure, the degree 
of pain being often in direct ratio to the rise in pres- 
sure in the water system. 

The observations made on the stomach were 
similar. It was noted that with the generation of 
carbon dioxide gas there was a marked rise in the 
pressure associated with distress, but with eructa- 
tion the pressure immediately dropped and the 
distress disappeared. 

In a case of duodenal ulcer associated with pain 
there was a marked rise in the pressure. Following 
eructation, the pain was relieved and the pressure 
decreased. 

Observations on the pressure and contractions of 
the duodenum and jejunum were less conclusive. 
The authors summarize the article briefly as fol- 
ows: 

1. Measurements were made of the pressure 
produced by peristaltic waves in the human ceso- 
phagus and their rate of progression. 

2. There is evidence that an cesophageal peri- 
staltic wave ends by causing the cardia to contract, 
and that during this process the cardia descends and 
probably invaginates itself into the stomach. 

3. The ‘‘gastro-cesophageal anti-regurgitation 
reflex” has been substantiated in man. 

(sophageal pain or “heart burn,” which is 
felt beneath the sternum or in the epigastric angle, 
is usually associated with peristaltic movements 
of the cesophagus and often with a rise in the 
pressure. 

5. In one case anginal pain was not associated 
with cesophageal movements, and in another was 
abolished after air was sucked into the stomach. 
This is contrary to Verdon’s hypothesis. 

6. During normal function, the pressure in the 
stomach measures at the level of the liquid between 
5 and 11 cm. of water. In gastroptosis the pressure 
is higher in the upper part of the stomach than in 
the lower part; in one case this difference was abol- 
ished when a belt was worn. 

7. Pain felt in the upper abdomen may be asso- 
ciated with movements in the pyloric part of the 
stomach, the duodenum, or the jejunum. There is 
evidence that these parts may be affected alone or 
simultaneously, and that there may or may not be 
simultaneous movements in the cesophagus causing 
heart burn. 
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8. There is some evidence that visceral pain may 
be produced during relaxation of the muscular walls 
of the viscus. 

9. Just before eructation the pressure in the 
stomach may equal 30 cm. of water. 
Joun A. WotFer, M.D. 


Heidenhain, L., and Gruber, G. B.: Congenital 
Pyloric Stenosis in Adults: A Study of the 
Relationship Between Gastric Diseases in 
Adults and Congenital Anomalies (Ueber kon- 
genitale Pylorusstenosen bei Erwachsenen; Eine 
Studie ueber Zusammenhaenge von Magener- 
krankungen Erwachsener mit angeborenen Zustaen- 
den). Deutsche Ztschr. f. Chir., 1923, clxxix, 330. 


Heidenhain has come to the conclusion that py- 
loric stenosis of congenital origin is not uncommon in 
adults. He reports seven cases in which the clinical 
picture suggested pyloric stenosis but at autopsy 
only hypertrophy of the pyloric musculature with 
or without ulceration and erosion of the gastric wall 
was found. Obviously stenosis at the beginning of life 
may be overcome by compensatory hypertrophy of the 
gastric musculature and clinical symptoms develop 
only when compensation is interrupted or pyloric 
spasm occurs. Clinically the disease picture cannot 
be differentiated from that of ulcer of the stomach 
or duodenum, especially since occult blood is some- 
times found and ulcers may develop secondarily. 

Heidenhain believes that the hypertrophic spastic 
stenosis of the pylorus in infants, the congenital 
pyloric stenosis of adults, and gastric ulcer belong 
to a similar complex in which the constitutional 
neurotic component is distinctly foremost. For 
every case of pyloric stenosis, he advises resection 
of the pyloric ring by the Billroth I method. In 
congenital pyloric stenosis, gastro-enterostomy does 
not lead to certain and lasting relief. In some cases 
exclusion of the pylorus with gastro-enterostomy 
seems to cause irritation which induces hyper- 
peristalsis and gastric pain. In one of two cases 
operated upon by Heidenhain in which Gruber 
made a careful and anatomical and histological ex- 
amination and muscle measurements, he discovered 
an abnormal muscle mass, and in the other an 
abnormal mass of mucous membrane. These he 
showed were independent of the associated ulcers. 
After a study of both forms of pyloric stenosis—the 
Maier-Lander type, in which there is a narrowing 
of the mucous-membrane canal due to a develop- 
mental disturbance, and the Hirschsprung type, in 
which over-development of the musculature of 
the sphincter stands in the foreground—Gruber 
concluded that in the first case the cause was an 
idiopathic hypertrophy of the muscle. He believes 
that the so-called congenital hypertrophy of the 
pylorus is a condition which, possibly as the result 
of complications of a functional nature, may seri- 
ously endanger life even in the adult, but admits 
that this assumption is based on purely hypothetical 
grounds and requires confirmation by further 
observations. Von Repwitz (Z). 


Bauer, K. H.: The Gastric Channel (Ueber die 
Magenstrasse). Deutsche med. Wehsnchr., 1923, 
xlix, 713. 

In cases in which Bauer fixed the still-contracted 
stomach in situ by means of formalin infusions in- 
jected through a stomach tube soon after death he 
found a distinct gastric strait eleven times. In 
other experiments he found that ulcers caused by a 
combination of cauterization, submucous injection 
of formalin, and excision of mucous membrane 
showed distinct differences in their tendency to heal 
and that only the defect in the gastric strait devel- 
oped into a typical ulcer. When the gastric strait 
was extirpated entirely, the form and function of 
the stomach remained almost normal; a passage 
of longitudinal folds appeared on the lesser curva- 
ture and a new gastric strait was formed. Roent- 
genograms showed that the function of the gastric 
strait in the dog is exactly the same as that described 
by Retzius. The passage of the bismuth along the 
lesser curvature could be easily followed. 

Bauer demonstrated embryologically that the 
oblique fibers which determine the presence of the 
gastric channel are the remains of the muscular 
mechanism of rumination and that the gastric 
strait represents the previous cesophageal trough 
in the process of phylogenetic involution. The 
pathology of the gastric strait includes not only 
ulcer but also cardiospasm. 

The question of importance for the surgeon is 
whether it might not be possible to extirpate the 
entire gastric strait with the ulcer. 

NorpMANN (Z). 


Duval, P., Roux, J. C., and Moutier, F.: Septicity 
of the Gastric Walls and the Perigastric Lym- 
phatics in Certain Chronic Gastroduodenal 
Ulcers (De la septicité des parois gastriques et des 
lymphatiques périgastriques dans certains ulcéres 
chroniques gastroduodénaux). Bull. et mém. Soc. 
de chir. de Par., 1923, xliv, 756. 


During the year 1922, four of the authors’ patients, 
in whom resection of gastroduodenal ulcers had been 
done by different methods, died from local or general 
postoperative infection. In the first case, in which 
death occurred on the fourth postoperative day, a 
subphrenic abscess opened into the peritoneum, the 
gastric sutures remaining intact. Histologic exam- 
ination showed acute inflammation of the callous 
gastric ulcer and the presence of streptococci and 
diplococci in the submucosa and subperitoneal 
tissue. 

In the second case, in which death occurred on 
the twelfth day from necrotic infection of the lesser 
omentum, the gastric sutures remaining intact, the 
histologic findings were very similar to those in the 
first case. 

In the third case death occurred on the fifteenth 
day from pseudo-lobar bronchopneumonia and ab- 
scess of the right lung, purulent pleurisy, and strep- 
tococcal abscess of the thigh, but the field of 
the gastric operation was in good condition. His- 
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tologically the callous ulcer showed acute inflamma- 
tion, and cultures from it yielded streptococci and 
diplobacilli. 

In the fourth case there was superacute infection, 
and histologic examination showed acute inflamma- 
tion of the septic jejunal ulcer with streptococci and 
staphylococci. 

The four cases therefore were septic ulcers of the 
stomach and in each case this acute septicity caused 
a local or general fatal infection. 

The authors conclude that the septicity of gastro- 
duodenal ulcers—not the original septicity, but that 
which may develop in the course of their evolution— 
is of great importance with regard to the treatment 
and the postoperative result. This subject has not 
received sufficient attention from surgeons as gastric 
ulcer is generally regarded as a trophic, mixed lesion 
rather than a possible septic ulceration. The sep- 
ticity which is present in certain cases and due 
usually to the streptococcus, may cause unfavorable 
operative results and disunion of sutures. Septicity 
of the perigastric tissues, even when the gastric tis- 
sues are aseptic, explains perigastric abscesses 
developing about gastric sutures. Septicity of the 
ulcer itself or of the perigastric tissues and dissem- 
ination of the infection by the circulatory system 
following operative manipulations explain cases of 
postoperative septicemia in which the operative 
area remains in good condition. 

In the authors’ opinion, this septicity is more fre- 
quently the cause of failure in treatment than faulty 
operative technique and explains an unexpected 
break in a long series of cases similarly operated 
upon by the same surgeon with successful results. 

W. A. BRENNAN. 


Grekow, J. J.: Relationships Between Gastric 
Ulcer and Appendicitis (Beziehungen zwischen 
Ulcus ventriculi und Appendicitis). Verhandl. d. 
Russ. Chir. Kong., Petrograd, 1923. 


The author has found that chronic appendicitis 
with pain in the epigastrium is always associated 
with perigastritis, periduodenitis, and spasm and 
hypertrophy of the pylorus, conditions which are of 
chief importance in the pathogenesis of the round 
gastric ulcer. The incidence of the association of 
appendicitis and gastric ulcer as given by numerous 
writers ranges from 20 to 95 per cent. In 183 cases 
of gastric ulcer Grekow found only one case without 
macroscopic changes in the appendix. In 100 
cadavers, Kisselew of the pathologico-anatomical 
institute of the Obuchow hospital, found appen- 
diceal changes in thirty-four. Of thirty cases of 
perigastritis or duodenitis, twenty-five showed dis- 
tinct changes in the appendix. 

The mechanism of the production of gastric ulcer 
by the appendix the author sees chiefly in a spasm 
of the ileocecal valve. He believes that between 
this valve, the pylorus, and the cardia there must be 
a relationship similar to that between the anal 
sphincter and the urethra. Spasm of the ileocecal 
valve causes pylorospasm and later this may lead 
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to disturbances of gastric function favoring ulcera- 
tion. 

When internal therapy fails in cases of gastric 
ulcer the author prefers conservative operations 
such as gastro-enterostomy with pyloric exclusion, 
pyloroplasty, and excision of the pylorus. Removal 
of the diseased appendix is also desirable. 

ScHaack (Z). 


Einhorn, M.: Further Experiences with Peptic 
Ulcers Accomranied by Deformities of the 
Viscus Visible by X-Rays. N. York M.J.&Med. 
Rec., 1923, cxviii, 612. 


Brief reference is made to six cases previously re- 
ported by the author in which far-advanced peptic 
ulcer with niche formation was apparently cured 
by medical treatment as indicated by the clinical 
findings and the disappearance of the niche. The 
subsequent history of the five patients who have 
been traced indicates that they have remained cured 
to date. 

As there is still doubt in the minds of many re- 
garding the efficacy of medical treatment in ad- 
vanced peptic ulcer, further proof is given in this 
article by the report of thirteen additional cases, 
five of gastric ulcer and eight of duodenal ulcer, in 
which a cure was effected by duodenal alimentation. 
Two of these are reported in detail and the histories 
of the others with regard to the symptoms, physical 
signs, findings of the string test, and laboratory and 
roentgen findings are given in tabular form. The 
article includes also tracings of roentgenograms made 
before and after treatment. 

While the author concedes that surgical inter- 
vention may be indicated in certain cases, he is of 
the opinion that proper medical treatment will cause 
healing in the great majority. 

ApoipH Hartunc, M.D. 


Elanski, N. I.: Malignant Degeneration of Gastric 
Ulcers (Ueber maligne Degeneration der Magen- 
geschwuere). Verhandl. d. Russ. Chir. Kong., 
Petrograd, 1923. 

The author studied ninety-eight ulcers resected 
in Federoff’s clinic. The sections examined were 
taken from different portions of the edge and floor 
of the ulcer. Carcinoma was found in six cases and 
atypical proliferation of the epithelium in twenty. 
These lesions had been diagnosed as ulcers both 
clinically and at operation. ScHaack (Z). 


Morley, J.: The Relation of Gastric Ulcer to Car- 
cinoma. Lancet, 1923, ccv, 823 


Morley claims that the theory that gastric ulcer 
very commonly undergoes malignant degeneration 
owes much of its authority to the reports emanating 
from the Mayo Clinic. He quotes W. J. Mayo as 
stating in 1907 that in 54 per cent of sixty-nine cases 
of cancer of the stomach operated upon in 1905 by 
himself and C. H. Mayo the clinical histories and 
pathologic examinations of removed specimens made 
it certain that the cancer had its origin in ulcer. 
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8. There is some evidence that visceral pain may 
be produced during relaxation of the muscular walls 
of the viscus. 

9. Just before eructation the pressure in the 
stomach may equal 30 cm. of water. 
Joun A. WotFer, M.D. 


Heidenhain, L., and Gruber, G. B.: Congenital 
Pyloric Stenosis in Adults: A Study of the 
Relationship Between Gastric Diseases in 
Adults and Congenital Anomalies (Ueber kon- 
genitale Pylorusstenosen bei Erwachsenen; Eine 
Studie ueber Zusammenhaenge von Magener- 
krankungen Erwachsener mit angeborenen Zustaen- 
den). Deutsche Ztschr. f. Chir., 1923, clxxix, 330. 


Heidenhain has come to the conclusion that py- 
loric stenosis of congenital origin is not uncommon in 
adults. He reports seven cases in which the clinical 
picture suggested pyloric stenosis but at autopsy 
only hypertrophy of the pyloric musculature with 
or without ulceration and erosion of the gastric wall 
was found. Obviously stenosis at the beginning of life 
may be overcome by compensatory hypertrophy of the 
gastric musculature and clinical symptoms develop 
only when compensation is interrupted or pyloric 
spasm occurs. Clinically the disease picture cannot 
be differentiated from that of ulcer of the stomach 
or duodenum, especially since occult blood is some- 
times found and ulcers may develop secondarily. 

Heidenhain believes that the hypertrophic spastic 
stenosis of the pylorus in infants, the congenital 
pyloric stenosis of adults, and gastric ulcer belong 
to a similar complex in which the constitutional 
neurotic component is distinctly foremost. For 
every case of pyloric stenosis, he advises resection 
of the pyloric ring by the Billroth I method. In 
congenital pyloric stenosis, gastro-enterostomy does 
not lead to certain and lasting relief. In some cases 
exclusion of the pylorus with gastro-enterostomy 
seems to cause irritation which induces hyper- 
peristalsis and gastric pain. In one of two cases 
operated upon by Heidenhain in which Gruber 
made a careful and anatomical and histological ex- 
amination and muscle measurements, he discovered 
an abnormal muscle mass, and in the other an 
abnormal mass of mucous membrane. These he 
showed were independent of the associated ulcers. 
After a study of both forms of pyloric stenosis—the 
Maier-Lander type, in which there is a narrowing 
of the mucous-membrane canal due to a develop- 
mental disturbance, and the Hirschsprung type, in 
which over-development of the musculature of 
the sphincter stands in the foreground—Gruber 
concluded that in the first case the cause was an 
idiopathic hypertrophy of the muscle. He believes 
that the so-called congenital hypertrophy of the 
pylorus is a condition which, possibly as the result 
of complications of a functional nature, may seri- 
ously endanger life even in the adult, but admits 
that this assumption is based on purely hypothetical 
grounds and requires confirmation by further 
observations. Von (Z). 


Bauer, K. H.: The Gastric Channel (Ueber die 
Magenstrasse). Deutsche med. Wehsnchr., 1923, 
xlix, 713. 

In cases in which Bauer fixed the still-contracted 
stomach in situ by means of formalin infusions in- 
jected through a stomach tube soon after death he 
found a distinct gastric strait eleven times. In 
other experiments he found that ulcers caused by a 
combination of cauterization, submucous injection 
of formalin, and excision of mucous membrane 
showed distinct differences in their tendency to heal 
and that only the defect in the gastric strait devel- 
oped into a typical ulcer. When the gastric strait 
was extirpated entirely, the form and function of 
the stomach remained almost normal; a passage 
of longitudinal folds appeared on the lesser curva- 
ture and a new gastric strait was formed. Roent- 
genograms showed that the function of the gastric 
strait in the dog is exactly the same as that described 
by Retzius. The passage of the bismuth along the 
lesser curvature could be easily followed. 

Bauer demonstrated embryologically that the 
oblique fibers which determine the presence of the 
gastric channel are the remains of the muscular 
mechanism of rumination and that the gastric 
strait represents the previous cesophageal trough 
in the process of phylogenetic involution.: The 
pathology of the gastric strait includes not only 
ulcer but also cardiospasm. 

The question of importance for the surgeon is 
whether it might not be possible to extirpate the 
entire gastric strait with the ulcer. 

NorpMANn (Z). 


Duval, P., Roux, J. C., and Moutier, F.: Septicity 
of the Gastric Walls and the Perigastric Lym- 
phatics in Certain Chronic Gastroduodenal 
Ulcers (De la septicité des parois gastriques et des 
lymphatiques périgastriques dans certains ulcéres 
chroniques gastroduodénaux). Bull. et mém. Soc. 
de chir. de Par., 1923, xliv, 756. 


During the year 1922, four of the authors’ patients, 
in whom resection of gastroduodenal ulcers had been 
done by different methods, died from local or general 
postoperative infection. In the first case, in which 
death occurred on the fourth postoperative day, a 
subphrenic abscess opened into the peritoneum, the 
gastric sutures remaining intact. Histologic exam- 
ination showed acute inflammation of the callous 
gastric ulcer and the presence of streptococci and 
diplococci in the submucosa and subperitoneal 
tissue. 

In the second case, in which death occurred on 
the twelfth day from necrotic infection of the lesser 
omentum, the gastric sutures remaining intact, the 
histologic findings were very similar to those in the 
first case. 

In the third case death occurred on the fifteenth 
day from pseudo-lobar bronchopneumonia and ab- 
scess of the right lung, purulent pleurisy, and strep- 
tococcal abscess of the thigh, but the field of 
the gastric operation was in good condition. His- 
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tologically the callous ulcer showed acute inflamma- 
tion, and cultures from it yielded streptococci and 
diplobacilli. 

In the fourth case there was superacute infection, 
and histologic examination showed acute inflamma- 
tion of the septic jejunal ulcer with streptococci and 
staphylococci. 

The four cases therefore were septic ulcers of the 
stomach and in each case this acute septicity caused 
a local or general fatal infection. 

The authors conclude that the septicity of gastro- 
duodenal ulcers—not the original septicity, but that 
which may develop in the course of their evolution— 
is of great importance with regard to the treatment 
and the postoperative result. This subject has not 
received sufficient attention from surgeons as gastric 
ulcer is generally regarded as a trophic, mixed lesion 
rather than a possible septic ulceration. The sep- 
ticity which is present in certain cases and due 
usually to the streptococcus, may cause unfavorable 
operative results and disunion of sutures. Septicity 
of the perigastric tissues, even when the gastric tis- 
sues are aseptic, explains perigastric abscesses 
developing about gastric sutures. Septicity of the 
ulcer itself or of the perigastric tissues and dissem- 
ination of the infection by the circulatory system 
following operative manipulations explain cases of 
postoperative septicemia in which the operative 
area remains in good condition. 

In the authors’ opinion, this septicity is more fre- 
quently the cause of failure in treatment than faulty 
operative technique and explains an unexpected 
break in a long series of cases similarly operated 
upon by the same surgeon with successful results. 

W. A. BRENNAN. 


Grekow, J. J.: Relationships Between Gastric 
Ulcer and Appendicitis (Beziehungen zwischen 
Ulcus ventriculi und Appendicitis). Verhandl. d. 
Russ. Chir. Kong., Petrograd, 1923. 


The author has found that chronic appendicitis 
with pain in the epigastrium is always associated 
with perigastritis, periduodenitis, and spasm and 
hypertrophy of the pylorus, conditions which are of 
chief importance in the pathogenesis of the round 
gastric ulcer. The incidence of the association of 
appendicitis and gastric ulcer as given by numerous 
writers ranges from 20 to 95 per cent. In 183 cases 
of gastric ulcer Grekow found only one case without 
macroscopic changes in the appendix. In 100 
cadavers, Kisselew of the pathologico-anatomical 
institute of the Obuchow hospital, found appen- 
diceal changes in thirty-four. Of thirty cases of 
perigastritis or duodenitis, twenty-five showed dis- 
tinct changes in the appendix. 

The mechanism of the production of gastric ulcer 
by the appendix the author sees chiefly in a spasm 
of the ileocecal valve. He believes that, between 
this valve, the pylorus, and the cardia there must be 
4 relationship similar to that between the anal 
sphincter and the urethra. Spasm of the ileocecal 
valve causes pylorospasm and later this may lead 
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to disturbances of gastric function favoring ulcera- 
tion. 

When internal therapy fails in cases of gastric 
ulcer the author prefers conservative operations 
such as gastro-enterostomy with pyloric exclusion, 
pyloroplasty, and excision of the pylorus. Removal 
of the diseased appendix is also desirable. 

ScHAACK (Z). 


Einhorn, M.: Further Experiences with Peptic 
Ulcers Accompanied by Deformities of the 
Viscus Visible by X-Rays. N. YorkM.J.& Med. 
Rec., 1923, cxviii, 612. 


Brief reference is made to six cases previously re- 
ported by the author in which far-advanced peptic 
ulcer with niche formation was apparently cured 
by medical treatment as indicated by the clinical 
findings and the disappearance of the niche. The 
subsequent history of the five patients who have 
been traced indicates that they have remained cured 
to date. 

As there is still doubt in the minds of many re- 
garding the efficacy of medical treatment in ad- 
vanced peptic ulcer, further proof is given in this 
article by the report of thirteen additional cases, 
five of gastric ulcer and eight of duodenal ulcer, in 
which a cure was effected by duodenal alimentation. 
Two of these are reported in detail and the histories 
of the others with regard to the symptoms, physical 
signs, findings of the string test, and laboratory and 
roentgen findings are given in tabular form. The 
article includes also tracings of roentgenograms made 
before and after treatment. 

While the author concedes that surgical inter- 
vention may be indicated in certain cases, he is of 
the opinion that proper medical treatment will cause 
healing in the great majority. 

ApotpH Hartunec, M.D. 


Elanski, N. I.: Malignant Degeneration of Gastric 
Ulcers (Ueber maligne Degeneration der Magen- 
geschwuere). Verhandl. d. Russ. Chir. Kong., 
Petrograd, 1923. 

The author studied ninety-eight ulcers resected 
in Federoff’s clinic. The sections examined were 
taken from different portions of the edge and floor 
of the ulcer. Carcinoma was found in six cases and 
atypical proliferation of the epithelium in twenty. 
These lesions had been diagnosed as ulcers both 
clinically and at operation. ScHaack (Z). 


Morley, J.: The Relation of Gastric Ulcer to Car- 
cinoma. Lancet, 1923, ccv, 823 


Morley claims that the theory that gastric ulcer 
very commonly undergoes malignant degeneration 
owes much of its authority to the reports emanating 
from the Mayo Clinic. He quotes W. J. Mayo as 
stating in 1907 that in 54 per cent of sixty-nine cases 
of cancer of the stomach operated upon in 1905 by 
himself and C. H. Mayo the clinical histories and 

athologic examinations of removed specimens made 
it certain that the cancer had its origin in ulcer. 
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Wilson and MacCarty in 1909 reported 109 (71 per 
cent) of a series of 153 proved cancers of the stomach 
arising on an ulcer basis. MacCarty has observed 
that most chronic gastric ulcers larger than 2 cm. in 
diameter are malignant. 

Among British writers Sherren reports that four- 
teen (25 per cent) of a total of fifty-seven cases in 
which gastrectomy was done for cancer showed 
definite microscopic evidence that the cancer began 
at the edge of a simple chronic ulcer. Moynihan 
states that 18.5 per cent of his excised chronic ulcers 
without gross evidence of malignancy show early 
cancer at the ulcer margin. Patterson regards the 
matter as not proved. 

The author analyzes his own series of 116 cases to 
determine the tendency of chronic gastric ulcer to 
give rise to cancer. He divides them into three 
groups as follows: ; 

Group 1. Fifty cases of chronic gastric ulcer re- 
moved by partial gastrectomy or excision. At op- 
eration all of these were regarded as cases of simple 
ulcer. Microscopic examinations showed five of the 
ulcers (10 per cent) to be definitely malignant. Of 
the remaining forty-five, six showed irregularity of 
the glandular epithelium at the ulcer edge which 
would be regarded by some pathologists as a pre- 
cancerous change or early malignancy. In Morley’s 
opinion, the first early indisputable evidence of 
malignancy is the transgression of glandular epithe- 
lium across the muscularis. The remaining forty 
cases were cases of simple chronic ulcer. 

Group. 2. A small series of gastric ulcers in which 
the ulcer was left in situ and simple gastro-enteros- 
tomy was done. The average duration of the ulcer 
symptoms was 9.3 years. Two of the patients died 
from causes other than malignancy. The remain- 
ing eight are alive and well from one to ten years 
after the operation. 

Group 3. Fifty-six cases of clinically proved can- 
cer of the stomach with forty-six operative diagnoses. 
In fifty-two cases there was no history of indigestion 
before the onset of the cancer, and in only three was 
there a history suggesting ulcer. However, the 
history depends largely on the examining physician 
and the patience with which it is elicited. 

As demonstrating that cancer does not often arise 
from ulcer Morley compares the average duration of 
the gastric symptoms in the two series of proved 
ulcer and cancer cases. In the proved cases of 
gastric cancer the average duration of symptoms was 
12.7 months, while in the forty-five cases of simple 
ulcer it was 10.3 years. In Group 1 the average age 
of onset in the ulcer cases was 32.8 years, while in the 
cancer cases it was 49.9 years. Morley believes 
that though the possibility of the development of 
cancer in the edge of a chronic stomach ulcer cannot 
be denied, his study indicates that this does not 
occur nearly as frequently as is generally believed. 
He concludes that it is the ulcer-simulating cancer 
which is responsible for the belief in the cancerous 
degeneration of simple gastric ulcers. 

Joun W. Nuzum, M.D. 


Wolkoff, K. W.: The Surgical Treatment of Gas- 
tric Ulcer: 281 Cases (Die chirurgische Behand- 
lung des Ulcus ventriculi: 281 Faelle). Verhandl, 
d. Chir. Russ. Kong., Petrograd, 1923. 


This report is based upon operations performed 
during the years 1918 to 1922 at the District Hospi- 
tal of Jadrin in the Tschuwash region. The subjects 
were Mohammedans of a very low cultural type. 
Of 386 operations on the stomach, 281 were done 
for gastric ulcer, and of these, 236 (84 per cent) 
were performed on males and forty-five (16 per cent) 
on females. In every instance the operation was a 
gastro-enterostomy without exclusion of the pylorus. 

There were four deaths, a mortality of only 1.4 
per cent. Suppuration of the wound occurred in 
twenty-nine cases (10 per cent), and in four of these 
a hernia developed later. Hamatemesis occurred in 
nineteen cases (7 per cent). In five cases (1.8 per 
cent) there was acute postoperative dilatation of 
the stomach. This was relieved by gastric lavage 
and elevation of the foot of the bed. In six cases 
(2.1 per cent) postoperative pneumonia developed. 
Eight patients were operated upon a second time, 
five for stenosis of the stoma and three for vicious 
circle; the latter condition was relieved by the entero- 
anastomosis of Braun. One patient, who was ope- 
rated upon a third time for stenosis and adhesions, 
died of peritonitis. Recurrences developed in 12.3 
per cent of the cases. 

The number of cases operated upon annually has 
increased from year to year, and in 1921-1922 was 
three times that of 1918. ScHAACK (Z). 


Schaack, W., and Kornew, P. G.: Ulcer of the 
Stomach and Duodenum and Their Operative 
Treatment According to the Report of the 
Surgical Faculty Clinic of the Medical Institute 
of Petrograd (Das Ulcus ventriculi et duodeni und 
seine operative Behandlung nach den Angaben der 
chirurgischen Fakultaet-Klinik des medizinischen 
Institutes zu Petrograd). Verhandl. d. Russ. Chir. 
Kong., Petrograd, 1923. 

The authors report on 111 cases of gastric ulcer 
and twenty-five cases of duodenal ulcer. Gastro- 
enterostomy was done in 129, resection in sixteen, 
and a gastroplastic operation in one. In the 136 
cases there were thirteen deaths, a mortality of 
9.5 per cent. The immediate mortality following 
gastro-enterostomy was 6.9 per cent. This high 
death rate was due partly to the fact that many of 
the patients were in an extremely poor condition and 
partly to the fact that present conditions in Ger- 
many are very unfavorable for convalescence from 
gastric operations. The immediate causes of death 
were: peritonitis in four cases, hemorrhage in two, 
pneumonia in two, and cerebral apoplexy in one. 

Most of the patients were between 30 and 50 
years of age and 118 of them were males. The ulcer 
was on the lesser curvature in fifty-two cases, at 
the pylorus in thirty-seven, near the pylorus in ten, 
and in the duodenum in twenty-five. In five cases 
no ulcer was found. Forty-eight cases showed 
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numerous adhesions, fifteen a penetrating ulcer, and 
four an hour-glass constriction. Multiple ulcers 
were found in five cases, and four of these were 
fatal. 

In sixteen cases there were decided changes in the 
appendix and an appendectomy was performed in 
addition to the gastro-enterostomy. In ninety-nine 
cases simple gastro-enterostomy was performed, and 
in thirty, gastro-enterostomy with exclusion of the 
pylorus. A comparison of the permanent results 
revealed no particular advantage to be gained from 
exclusion of the pylorus. 

The authors believe that gastro-enterostomy is 
to be preferred to resection because of the higher 
immediate mortality following resection, because 
the etiology of gastric and duodenal ulcer is still 
unknown, and because resection is not a dependable 
preventive of recurrence and severe complications. 
They always perform a resection, however, if there 
is any suggestion of malignant degeneration. When- 
ever possible, the physiological Billroth I method 
is employed. 

The roentgen-ray examination is of aid in the 
diagnosis, but in 27 per cent of the authors’ cases 
the findings at operation did not correspond with 
the results of the roentgen examination. 

SCHAACK (Z). 


Horsley, J. S.: The Choice of Operation for Gastric 
and Duodenal Ulcers, with Especial Reference 
to Pyloroplasty. J. Am. M. Ass., 1923, Ixxxi, 912. 


In experiments on sixteen dogs recently reported 
by Mann and Williamson the duodenum was 


severed from the stomach and the end was closed. 
The jejunum was then cut off lower down and its 
distal end sutured to the pyloric end of the stomach 
while its proximal end was sutured end-to-side to the 
ileum. The operations were performed with the 
greatest care, no clamps were used, bleeding was 
carefully controlled, and No. 00 chromic catgut was 
employed for suturing. At necropsy, ulcers of the 
subacute or chronic type which were similar in all 
respects to peptic ulcer in man were found in fourteen 
of the sixteen dogs. The site of ulceration was usual- 
ly in the intestine a short distance from the anasto- 
mosis of the stomach to the bowel. These experi- 
ments were devised to divert the alkaline secretions 
which neutralize the acid stomach contents to a 
portion of the intestine at a distance from the point 
of emergence of the acid. 

From these findings it is obvious that all opera- 
tions which divert the protective alkaline contents 
of the duodenum from the jejunal mucosa are un- 
desirable. 

According to Davis, approximately 8 per cent of 
gastro-enterostomies are followed by gastrojejunal 
ulcer. Gastro-enterostomy is efficient only when 
gross mechanical obstruction is present at the 
pylorus. It should never be performed in the ab- 
sence of pyloric disease. 

There are many operations for the treatment of 
ulcer of the stomach or duodenum, but the choice of 
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procedure must be made on the basis of the par- 
ticular case. The acute ulcers heal under medical 
treatment. When pyloric obstruction is present a 
gastro-enterostomy will cure in practically every 
case. The Polya operation is a distinct advance in 
gastric surgery. Foci of infection must receive proper 
attention. The patient should be given careful 
instructions as to diet after the operation. 

Horsley first described his pyloroplasty four 
years ago. It is indicated: (1) in cases of small 
ulcers of the pylorus or duodenum without inflam- 
matory exudate, (2) after the local excision of a 
peptic ulcer in the body of the stomach, and (3) in 
cases of narrow pyloric stenosis. It is contra-in- 
dicated by extensive adhesions. 

To date, the author has performed fifty-six py- 
loroplasties with three deaths. Thirty-two pa- 
tients are complaint free. Fourteen were greatly 
benefited. Five required another operation. A 
jejunal ulcer following pylorectomy is unknown. 
The essentials for successful end-results after py- 
lorectomy are the elimination of foci of infection, 
proper selection of cases for the operation, and 
proper postoperative medical and surgical care. 

Joun W. Nuzum, M.D. 


Deaver, J. B.: Gastro-Enterostomy. Surg., Gynec. & 
Obst., 1923, Xxxvii, 144. 

Anterior gastro-enterostomy is today done very 
seldom; in fact, the only reason for attempting it is 
when, because of existing disease, the posterior 
method is impossible. The chief objection to ante- 
rior gastro-enterostomy as it is usually performed 
is the presence of a long loop of jejunum. Not in- 
frequently the proximal half of the long loop be- 
comes water logged because of its inability to drive 
its contents forward. 

The motor and secretory functions of the stomach 
show marked changes following gastro-enterostomy. 
The occurrence of physical alkalinization is shown by 
the constant presence of bile in the gastric contents 
after the formation of the new stoma. The total 
gastric acidity is lowered about thirty points and the 
stomach empties more rapidly than normally. 

Except for cases of very small ulcers which can be 
excised without altering the normal motor function, 
excision plus a gastro enterostomy is the procedure 
accepted by the majority of surgeons. It is best to 
remove the ulcer with the surrounding indurated 
wall since an early carcinomatous ulcer is indis- 
tinguishable from a chronic callous ulcer. After 
gastro-enterostomy alone a peptic ulcer may per- 
forate. A definite percentage of marginal ulcers fol- 
lowing gastro-enterostomy are due to a lack of thor- 
oughness in dealing with the initial lesion, which re- 
mains as a focus of infection. In cases of small 
duodenal ulcers the author excises the lesion or de- 
stroys it with the cautery and performs a gastro- 
enterostomy. Cases of large duodenal ulcers he 
treats by pylorectomy, including the points of in- 
filtration and posterior gastro-enterostomy. 

Gastro-enterostomy alone is indicated by: 
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1. Cicatricial obstruction of the pylorus and ex- 
tensive, benign ulcerative disease of the pyloric end 
of the stomach, when the patient’s condition will not 
warrant a more extensive operation. 

2. Large ulcers involving much of the lesser curv- 
ature or the posterior wall of the stomach and asso- 
ciated with adhesions to the liver or pancreas. 

3. Ulcer of the cardiac end of the stomach not 
amenable to excision or destruction by the cautery. 

4. Gastric or duodenal ulcer with recurrent hem- 
orrhage which forbids removal of the ulcer. 

_5- Pyloric obstruction due to postoperative adhe- 
sions. 

6. Hour-glass stomach in which the constriction 
is close to the pylorus. 

7. Extreme chronic gastric dilatation occurring in 
the absence of a patulous pylorus and associated 
with retention. 

In cases of perforated ulcer, excision of the ulcer 
followed by gastro-enterostomy is indicated as per- 
foration does not always effect a cure and we can 
not be sure of the absence of latent carcinoma in the 
margins of the crater. The best results from gastro- 
enterostomy are expected in cicatricial pyloric 
stenosis and intense pylorospasm. Failures may be 
due to neglect in removing primary foci of infection 
such as a diseased gall bladder or appendix; a stoma 
wrongly placed; an obstruction of one of the jejunal 
limbs; a kink or a spur; or a stoma which is too 
small. 

The cooperation of the internist with the surgeon 
is necessary following operation, as too frequently a 
good surgical result has been forfeited because of 
dietetic indiscretions of neglected patients. 

Cart D. Nemuotp, M.D. 


Clare, T. C.: Gastromyotomy: An Operation for 
the Cure of Chronic Ulcer of the Stomach. 
Lancet, 1923. ccv, 602. 


On the assumption that the chronicity of ulcer is 
due to contraction of the circular muscle fibers and 
the motility of the stomach, the author has devised 
an operation to cut the circular muscle fibers leading 
to the ulcer, thereby placing the ulcer area at rest. 
He calls this operation “gastromyotomy.” The 
technique is as follows: 

A curved incision about 4 in. long with its con- 
vexity downward is made just below the ulcer, well 
away from the ulcer induration. It is first carried 
through the serous coat which is separated from the 
muscular layer for about %4 in. Then the muscular 
layer is divided down to the mucous layer and care- 
fully separated to prevent injury to the mucosa and 
leakage. Finally, the serous coat is sutured, the 
edges being inverted into the muscular defect. 

In the author’s opinion, the benefits derived from 
gastro-enterostomy are due to the division of the cir- 
cular muscle fibers rather than to drainage or alkalin. 
ization of the gastric contents. For this reason, in 
cases of pyloric ulcer he cuts the pyloric ring. 

Clare has performed his operation in nine cases 
within the past eight months. While the time is still 


too short to warrant conclusions as to the final re- 
sults, he states that practically all of the patients 
were relieved of their symptoms immediately and 
have remained symptom-free. 

Joun A. M.D. 


Hesse, E.: Gastric Resection for Ulcer (Die Resek- 
tion des Magens beim Ulcus). Verhandl. Russ. 
Chir. Kong., Petrograd, 1923. 

In Hesse’s hospital during a period of two and one- 
half years there were 158 operations for gastric and 
duodenal ulcer, 116 of which were gastro-enterosto- 
mies and forty-two resections. In this article only the 
resections are discussed. Thirty-six were resections 
of the stomach and six resections of the duodenum. 
In sixteen cases of wedge resection there were two 
deaths; in two cases of circular resection of the 
fundus of the stomach there were no deaths; in 
fifteen cases of resection by the Billroth II method 
there were two deaths; and in nine cases of resection 
by the Billroth I method there was one death. The 
causes of death were: peritonitis, two cases; post- 
operative shock, two cases; pneumonia, one case. 
In the total number of forty-two cases the mortality 
was therefore 11.9 per cent. 

The mortality of gastro-enterostomy was formerly 
13.8 per cent, but since the use of local anesthesia 
it has been reduced to 3 per cent. 

One objection raised to resection is its higher 
mortality as compared with that of gastro-enteros- 
tomy. Hesse, like Federoff, has found this difference 
slight. Among the advantages of resection is that it 
prevents severe complications such as hemorrhage, 
perforation of the ulcer, and malignant degeneration. 
Its chief advantage, however, is that it gives con- 
siderably better lasting results. A recurrence de- 
velops in not less than 50 per cent of cases treated 
by gastro-enterostomy (Clairmont, 52 per cent; 
Moynihan and Mayo, 50 per cent), but occurs 
at the most in only from 5 to 1o per cent of those 
treated by resection. After resection the danger of 
peptic jejunal ulcer is less than after gastro-enter- 
ostomy, and after a Billroth I operation it is entirely 
absent. 

Wedge resection without gastro-enterostomy is to 
be condemned. Cross resection of the stomach has: 
the disadvantage that it does not remove the 
pylorus; consequently resection by the Billroth 
methods is to be preferred, especially the Billroth 
I method. 

Resection is contra-indicated in cases of high ul- 
cers of the cardia and those of very weak patients 
in poor general condition, as are most of those 
coming to operation in Russia today. Scwaak (Z). 


Lewisohn, R.: Resection of the Stomach for 
Chronic Gastric and Duodenal Ulcer. 4». 
Surg., 1923, Ixxviii, 507. 

Simple gastro-enterostomy, which up to a few 
years ago was considered the best operative pro- 
cedure in gastric and duodenal ulcers, does not give 
ideal permanent results. In many cases the condi- 
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tion is worse following this treatment than it was 
previously. Resection plus gastro-enterestomy seems 
to offer a more favorable outlook than gastro-enter- 
ostomy with or without pyloric exclusion. Radical 
resection of all pyloric or duodenal ulcers with re- 
moval of the antrum tends to prevent later compli- 
cations such as hemorrhage, perforation, and malig- 
nant degeneration, and removes the acid-producing 

art of the stomach, the antrum, whose hormone 
stimulates the fundic glands and is an important 
factor in the production of recurrent ulcers. 

Resection of the stomach may be performed by 
a Billroth I or Billroth II technique, depending upon 
the exigencies of the case. The Billroth I is the more 
ideal procedure as it tends to establish normal rela- 
tionships. Haberer’s modification of this technique 
as followed by Lewisohn is described in detail. Ad- 
hesions to the pancreas can be easily dealt with by 
cauterization or by splitting the capsule if the 
latter can be repaired afterward. If the Billroth II 
technique is used, a posterior suture or a Murphy 
button may be employed. 

In ten of a series of twelve cases the Billroth II 
method was used, and in two the Billroth I techni- 
que. Ten patients are perfectly well, one has de- 
veloped stenosis of the stoma following a button 
gastro-enterostomy, and one died from peritonitis. 
The acid values averaged 37 free and 59 total before 
operation, and 5.4 free and 28 total afterward. 

M. L. Mason, M.D. 


Isaac-Krieger, K.: The Dietetic After-Treatment 
of Patients Operated upon for Gastric Ulcer 
(Die diaetetische Nachbehandlung der Ulcusope- 
tierten). Ztschr. f. aerztl. Fortbild., 1923, Xx, 319. 


The operation for gastric ulcer constitutes only 
one stage in the treatment of the disease as the 
dietetic after-treatment is of the greatest importance. 
There are two stages in the after-treatment: in the 
first, which includes the first fourteen days following 
the operation, a fluid diet should be given, and in 
the second, which includes the succeeding six weeks, 
a strict ulcer diet. 

The author discusses the chemical and motor 
changes in the stomach following gastro-enteros- 
tomy with or without exclusion of the pylorus, re- 
section according to the Billroth I or II methods, 
and transverse resection. 

_ The article is supplemented by a number of diet 
lists. Kats (Z). 


Lehmann, W.: The Relationship Between the 
Stomach and the Intestine, with Particular 
Reference to Intestinal Disturbances Corning 
on After Operations on the Stomach (Die 
Beziehungen zwischen Magen und Darm mit 
besonderer Beruecksichtigung der nach Magen- 
operationen auftretenden Darmstoerungen). Arch. 
f. klin. Chir., 1923, cxxiii, 433. 


After a review of the literature on intestinal dis- 
turbances following abdominal and gastric opera- 
tions the author discusses the relationship between 
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gastric anacidity, hyperacidity, and motility and 
the intestine, particularly the large intestine, and 
the influence of these factors upon the bacterial 
flora of the colon and the nervous and internal 
secretory processes. 

Of 692 patients subjected to gastro-enterostomy, 
resection, or an exploratory laparotomy for gastric 
ulcer or carcinoma, thirty-four had postoperative 
diarrhoea. The incidence of diarrhoea was the same 
in the cases of carcinoma and ulcer but was greater 
following transverse resection (12 per cent) than 
following other gastric operations (5 per cent). 
The thirty-four cases, which included seven with 
dysentery-like bloody stools and twenty-seven with 
intestinal dyspepsia without bleeding, are reported 
in detail. In some of the seven cases of dysenteric 
colitis the mucosanguinous diarrhoea came on 
immediately after the operation and in others after 
a few days; in three it was fatal. Lehmann at- 
tributes the condition in four cases to infection 
of the intestine by the colon bacillus due to lack 
of normal resistance. Diphtheria-like ulcers were 
formed. In three cases (without fatalities) true 
bacillary dysentery was present. 

Of the twenty-seven patients in the second group, 
six died. In the two cases which came to autopsy, 
no intestinal lesions were found. The cause of death 
was debility and complications such as internal 
hemorrhage, thrombosis of the iliac veins, pulmonary 
gangrene, and purulent peritonitis. Seven patients 
who recovered showed complications in the lungs 
and pleura or conditions interfering with the healing 
of the wound (abscesses of the abdominal wall, 
bursting of the sutures, peritoneal irritation or 
infection); in these cases the diarrhoea began with 
the complication and disappeared with recovery 
from it. 

In the remaining 114 cases the complications 
which presumably were the cause of the diarrhoea 
in the others were entirely absent. In the majority 
the diarrhoea came on between the seventh and 
ninth days, caused from three to six evacuations a 
day, and lasted for from four to six days. In some 
cases it may have been caused by the war bread 
consumed at that time. In the others it was prob- 
ably due to the alteration in the gastric motility 
caused by the operation. 

The diarrhceas may be divided into: (1) the 
endogenous, those due to irritation of the gastro- 
intestinal tract resulting from dietary errors, de- 
composition dyspepsia, fermentive dyspepsia, and 
possibly anaphylaxis, and (2) the exogenous, those 
due to abscesses, peritonitis, etc. In the diag- 
nosis, bacteriological, chemical, and microscopic ex- 
aminations of the stools are of great importance. 
In some cases diarrhoea may be due to the faulty 
choice of a loop of small intestine for the gastro- 
enterostomy. 

In cases of postoperative non-specific bloody 
colitis the prognosis is very unfavorable. When this 
develops immediately after the operation the mor- 
tality is nearly 100 per cent, but when it develops 
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after five or six days, the outlook is better. In 
Goettingen the mortality in cases of functional 
intestinal dyspepsia was 17.5 per cent. 

In the treatment of these diarrhoeas the well- 
known procedures of internal medicine in the form 
of medication, intestinal irrigations and dietetic 
treatment are indicated. Lehmann emphasizes the 
importance of prophylaxis, that is, the proper prep- 
aration of the patient for a gastric operation. Care- 
ful control of the diet after operation is of special 
importance in the cases of patients with a pre- 
operative tendency to diarrhoea. In this connection 
von Noorden’s dietary directions are quoted. 

In conclusion the author discusses the cases in 
which a loop of intestine too low down has been 
used in performing the gastro-enterostomy. In 
order to avoid such a mistake the plica duodeno- 
jejunalis must be exposed, since the proper loop 
of gut lies retroperitoneal to it. When possible, 
a second gastro-enterostomy should be performed 
at the proper site. MARWEDEL (Z). 


Dott, N. M.: Anomalies of Intestinal Rotation: 
Their Embryology and Surgical Aspects: With 
a Report of Five Cases. Brit. J. Surg., 1923, xi, 
251. 

The author precedes his discussion of anomalies 
of rotation by a description of the stages of normal 
rotation. 

Rotation in the first stage is never interfered with 
except in extroversion of the cloaca. When the 
cloacal membrane ruptures, the development of all 
structures formed from the primitive duct caudal 
to the vitello-intestinal duct is disturbed and rota- 
tion cannot occur. 

In most of the cases of anomalies of rotation the 
interference occurred in the second stage. These 
may be grouped as follows: 

Group 1. Non-rotation of the midgut loop. The 
jejunum and ileum occupy the right hypochondriac, 
lumbar, and iliac regions. The ileum may termi- 
nate in a left iliac cecum or in a midline pelvic ca- 
cum. The colon is on the left side of the abdomen. 
There is great variation in the secondary fixa- 
tion; usually it is imperfect, particularly about 
duodenum, mesentery, cecum, and ascending 
colon. 

Group 2. Reversed rotation of the midgut loop. 
This condition is rare. A clockwise rotation through 
go degrees causes the transverse colon to cross 
behind the mesenteric artery close to its origin and 
the duodenum to cross the vessel anteriorly. Except 
for these anomalies, the intestines occupy their 
proper position with reversal of the anterior and 
posterior surfaces. 

Group 3. Malrotation of the midgut loop. All 
such cases are dependent upon the exact timing of 
the return of the viscera from the base of the cord 
to the abdomen. Often a small intestine passes in 
front of the vessels. Again, the cecum may pass 
in front of the origin of the artery, where it stops; 
the mesentery is then short and only partially 


adherent to the abdominal wall. Again, the small 
intestine may remain entirely to the right of the 
artery. 

Abnormal attachment and fixation due to anoma- 
lies of rotation in the second stage may cause no 
disturbance of function. Undue fixation may cause 
interference with motility, kinks, or compression of 
the bowel. Lack of fixation may cause ptosis, tor- 
sion, or volvulus. The incidence of such anomalies 
is three times as great in the male as in the female. 
As a rule, the symptoms occur shortly after birth. 
Volvulus in the first few days of life is usually very 
extensive; in later life it usually occurs at the 
ileocecal segment. 

In the third stage of rotation, unduly early fixation 
of the cecum or failure of colonic elongation causes 
subhepatic and right lumbar positions. Deficient 
fixation results in the pelvic cecum or the mobile 
proximal colon. 

The author reports three cases of volvulus due to 
anomalies of intestinal rotation, viz.: (1) reversed 
rotation and volvulus of the ileoczcal segment in an 
old man; (2) non-rotation and volvulus of the entire 
midgut section in a newborn child; (3) malrotation 
and volvulus of the entire small intestine in a new- 
born child. He reports also two similar cases from 
the literature and reviews the surgical pathology of 
extensive volvulus in infants. 

The diagnosis of the anomalies of intestinal rota- 
tion is discussed from the standpoints of the abnor- 
mally situated appendix, diagnosis at operation, and 
diagnosis in the presence of a lesion due to the 
anomaly. 

Retrocolic and subhepatic appendicitis musi be 
differentiated from biliary and renal conditions, 
duodenal ulcer, left-sided appendicitis (especially in 
the young), salpingitis on the left side, diverticulitis 
of the sigmoid, and inflammatory complications due 
to a neoplasm. A distinctive colonic percussion 
note heard over the greater part of the left side of 
the abdomen but not on the right side may denote 
non-rotation (Mayo). Complete transposition of 
the viscera is easily excluded by examination of the 
liver. The X-ray examination will sometimes be 
found of aid. : 

At operation, it is important that abnormal dis- 
positions should be recognized at whatever point the 
abdomen has been opened. 

With regard to the diagnosis in the presence of a 
lesion consequent on the anomaly, such as abnormal 
adhesions, kinks, and volvulus, the author states 
that in infants the condition must be differentiated 
from hypertrophic pyloric stenosis, the various forms 
of congenital atresia or stenosis of the intestines, 
pressure of a mesenteric cyst, a persistent Meckel 
diverticulum or vitelline artery, volvulus of a loaded 
portion of the ileum, and intussusception. 

When intervention is necessary, the details of 
operative procedure are dependent upon the anatom- 
ical conditions present. For extensive volvulus in 
the newborn, treatment by operative reduction and 
fixation is suggested. J. Murray, M.D. 
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Eisen, P.: Duodenal Regurgitation. 
1923, iv, 388. 


Duodenal regurgitation into the stomach, al- 


J. Radiol., 


though referred to frequently in clinical literature, | 


appears to be comparatively rare from the roent- 
genological standpoint. When the author first 
observed it while examining the duodenal cap in a 
case of duodenal ulcer, it occurred to him that it 
might be a contributing factor in gastric retention. 
Since then he has borne it in mind in the routine 
examination of the gastro-intestinal tract in all 
types of cases, and has looked for it especially at the 
three-hour residue period or, if the stomach was 
empty, at the six-hour period. ; 

In a series of 190 cases it was noted only nine 
times. The conditions under which it was found 
were varied, including duodenal obstruction, pyloric 
ulcer, gall-stones, and cases in which no organic 
lesion was demonstrable. The absence of regurgita- 
tion was especially noticeable in cases of diseased 
gall bladder in which, from the patient’s complaints, 
it is to be expected and clinicians have detected it. 
It was found absent also in a recent case of cirrhosis 
of the liver in an alcohol addict, in spite of the fact 
that there was a history of daily vomiting. 

From the author’s observations it seems probable 
that clinical observations of regurgitation may often 
be based on faulty inferences or caused by the 
methods used in making the examination such as 
the passing of the stomach or duodenal tube. 

In conclusion, Eisen states that duodenal re- 
gurgitation, although undoubtedly occurring under 
normal conditions, is nevertheless rarely observed 
by the roentgenologist, and this discrepancy may 
throw some light on its clinical significance. Only 
in rare instances will it fully explain gastric re- 
tention, and in most of these it is only a contributing 
factor associated with the delay in the opening of 
the pylorus and prolonged pyloric spasm or gastric 
atony. Hartunc, M.D. 


Kosyrew, A.: Herniz of the Intestinal Wall (Ueber 
Darmwandbrueche). Verhandl.d. Russ. Chir. Kong., 
Petrograd, 1923. 

During the last two years the author has operated 
upon twelve cases of hernia of the intestinal wall. 
The majority were femoral hernia and all of them 
were incarcerated. Almost without exception, the 
coil of intestine and the incarcerated portion of 
intestinal wall were filled with solid faces. The 
conclusions drawn are as follows: 

1. The incidence of Richter’s hernia in Russia is 
4.8 to 5 per cent. 

_ 2. At operation, these hernia are always found 

incarcerated. 

3. Frequently bowel movement is not disturbed, 
but this does not warrant delay of operation. 

4. The hernial sac must be opened in the middle, 
between the tip and the constriction; at this point 
adhesions are usually absent. 

_ 5. Before the constricting ring is incised, the 

Incarcerated wall of the intestine must be clamped. 


6. Following resection, a lateral anastomosis is 
best. Busca (Z). 


Burgess, A. H.: The Treatment of Obstruction of 
theColon. Brit. M.J., 1923, ii, 547. 


Acute intestinal obstruction due to a lesion in the 
colon was present in 28.48 per cent of all cases of 
acute obstruction admitted to the Manchester 
Royal Infirmaries in a period of ten years. Exclud- 
ing cases of hernia and intussusception, malignant 
growth was the cause of obstruction in 91.04 per 
cent. The location of the malignant growth was in 
the left half of the colon in 86.7 per cent, its site be- 
ing, in the order of frequency, the rectum, sigmoid 
colon, splenic flexure, caecum, transverse colon, 
descending colon, and ascending colon. Therefore, 
in any case of acute intestinal obstruction with the 
exception of hernia and intussusception there is a 
nine to one chance that the obstruction will be found 
in the colon and a six to one chance that it will be 
found in the left half of the colon. 

The prime consideration in the treatment of all 
cases is the general condition. In desperate risks, 
when the site of the obstruction is unknown, a 
“blind cacostomy ”’ should be performed under local 
anesthesia. A collapsed caecum warrants bringing 
out the first distended loop of small bowel encoun- 
tered. In more favorable risks a paramedian ex- 
ploratory incision may be made to determine the 
site of the obstruction, its mobility, and the presence 
of metastases. The operation should then be ter- 
minated with a properly placed colostomy. Im- 
mediate resection of the colon and closure of the 
abdomen without drainage is never warranted. 
Tleocolostomy must not be done when the ileocecal 
valve is patent unless an appendicostomy is done 
also. P. VAN WaAGENEN, M.D. 


Weinstein, S.: The Roentgen Diagnosis of So- 
Called Chronic Appendicitis (Roentgendiagnose 
der sogenannten Appendicitis chronica). Deutsche 
med. Wchnschr., 1923, xlix, 757. 


The author rejects the technique proposed by 
Ehrlich, which consists in giving the patient an 
ordinary meal one and one-half hours after the 
barium meal and making a fluoroscopic examination 
six hours later. His reason is that by this method 
the possibility of judging the emptying of the 
stomach is limited. He uses the old method of 
examining after four hours without any subsequent 
food also for examination of the intestines, as the 
residue in the ileum has slight or no significance 
when the emptying of the stomach is retarded. 4 

When a residue in the ileum is demonstrable after 
eight hours with punctual emptying of the stomach, 
a frequent cause of the stasis is a tuberculous process 
in the region of the ileocecal valve. Simultaneous 
chronic intermittent pains in the ileocecal region 
with slight rises in the temperature often suggest 
chronic appendicitis, but frequently are an early 
symptom of a beginning tuberculosis. In such cases 
appendectomy does not cure. Harms (Z). 
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Faroy, G., and Baumann, J.: Manifestations of 
Inflammation of the Transverse Colon (Les 
manifestations colitiques du colon transverse). 
Presse méd., Par., 1923, XXxi, 529. 


Descriptions of segmental colitis only very rarely 
include the disturbances arising in the transverse 
colon. Because of the complexity of the symptoms 
of colitis it is difficult to distinguish those which arise 
from one part of the colon from those which arise in 
other segments. 

In the authors’ opinion, there is a distinct colitis 
of the transverse colon, this portion sometimes show- 
ing in the X-ray picture anomalies of form, appear- 
ance, etc. which are peculiar to it and do not come 
within the scope of the classical syndromes. Physio- 
logically, this part of the large intestine is its motor 
segment. The authors discuss its independent nerve 
connections and show that it is autonomous. 

Colitis appears to be the important factor in the 
genesis of certain types of intestinal stasis. In the 
beginning, it is accompanied only by the phenomena 
of excitation, inhibition, or slight atony, but later, 
if the inflammatory lesions become marked, altera- 
tions of the autonomic nervous system appear and 
inaugurate a period of entero-neuritis. 

The authors discuss in detail the symptoms due to 
inflammation of the transverse colon and especial- 
ly the roentgenoscopic findings. Palpation under 
screen control reveals not only rigidity of the trans- 
verse colon but also painful points. The ccelialgia ac- 
companied by malaise is constant. 

The ultimate stage resulting from the reactions of 
the motor segment of the colon is total muscle failure 
and progressive diminution of tonicity. In this state 
roentgenoscopy is the method of choice for examina- 
tion as it best shows the duration of stasis in the 
transverse colon and the functional state of the other 
segments. The characteristic signs are elongation 
and distention of the transverse colon. The elonga- 
tion is permanent and independent of visceral ptosis; 
the transverse colon assumes various shapes such as 
those of S, W, or M. 

In many cases inflammation of the transverse 
colon evolves at the same time as inflammation in 
other segments such as appendicitis, typhlo-colitis, 
sigmoiditis, etc., the symptoms of which, being better 
known, dominate and mask the motor disturbances. 
However, inflammation of the transverse colon is a 
well-defined morbid entity with a syndrome of its 
own dependent on the special innervation and partic- 
ular physiology of this segment of the large intestine. 

The general treatment should be the same as that 
of mucous colitis. In the irreducible types due to 
adhesions or membranous constricting bands, sur- 
gery is indicated. W. A. BRENNAN. 


Judd, E. S., and Foulds, G. S.: Adenomyomata 
Involving the Sigmoid. Surg., Gynec. & Obst., 
1923, XXXvii, 648. 

Since January 1, 1911, 5,970 patients with 
fibromyoma of the uterus have been operated on at 
the Mayo Clinic. During the same period opera- 


tions have been performed on 494 patients with 
adenomyomata. Four hundred and sixty-four of 
these growths were in the uterus, fallopian tubes, 
ovaries, and uterine ligaments, fourteen in the 
rectovaginal septum, six in the abdominal wall, 
five in the sigmoid, three in the inguinal region, one 
in the umbilicus, and one in the wall of the bladder. 
Of the five cases in which the sigmoid was involved, 
one has been reported by Mahle and MacCarty. 

Adenomyomata of the sigmoid, like those else- 
where, are most common between the ages of 35 
and 45 years and in nulliparous women and those 
who have not borne children for some time. In 
fourteen cases, nine from the literature and five 
from the Clinic, in which the age was recorded, it 
varied from 26 to 48 years; the average was 39 
years. 

A definite diagnosis is seldom made before opera- 
tion. In most of the cases, however, there was a 
history of dull pain in the lower abdomen on the 
left side which was associated with constipation 
and had been present for two or three years. The 
pain and the constipation were definitely more 
severe during the menstrual periods. At these 
times defecation was often painful, and in some 
instances was associated with rectal spasm. There 
was seldom any loss of weight. Cachexia was not 
observed. Occasionally there was acute or subacute 
intestinal obstruction; two patients in the series 
had had colostomies before coming to the Clinic. 

Adenomyoma of the sigmoid is usually confused 
with cancer of the sigmoid. Before the occurrence 
of hemorrhage, loss of weight, and cachexia it is 
difficult to distinguish it from early cancer. The 
length of the course of the disease is evidence against 
malignancy. Sometimes diverticulitis of the sigmoid 
resembles these tumors, but the former occurs twice 
as often in the male as in the female. A typical 
roentgenogram will make a definite diagnosis 
possible. 

The treatment of adenomyoma is surgical. As 
in other surgical conditions of the sigmoid colon, 
a temporary colostomy should be made first and an 
opportunity afforded the patient to recover from 
the obstruction that may be present. During this 
period, the lower loop of the bowel can be thoroughly 
cleansed by daily irrigations. Resection of the 
tumor may then be done safely at a second operation; 
the results of such resections are usually good. 

Adenomyomata occurring in the sigmoid are 
similar to those occurring elsewhere in the body. 
They are gray, solid, and fibrous. The adenomatous 
portions of the tumor are glistening or, when 
hemorrhagic, dark brown areas varying in diameter 
from 1 or 2 mm. to 1 cm. Microscopically, they 
consist of a stroma of connective tissue of the 
endometrial type and smooth muscle fibers in vary- 
ing proportions. This stroma contains glandular 
tissue or dilated spaces lined with cylindrical epi- 
thelium which closely resembles that of the endo- 
metrium. In certain sections there are evidences 
of hemorrhage, both recent and old. Although 
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these tumors rarely show signs of malignancy on 
pathologic examination and should be distinguished 
from cancer by the regularity of the gland structure 
and the differentiation of the cells, they have marked 
infiltrative characteristics. For this reason and 
because of their tendency to recur if they are not 
carefully removed, they are considered clinically ma- 
lignant locally. They do not tend to metastasize. 
ALBERT J. ScHott, M.D. 


Rosser, C.: Proctologic Peculiarities of the Negro. 
Am. J. Surg., 1923, Xxxvii, 265. 

Rosser reviews the observations of Balloch, Ma- 
tas, and Day with regard to pathological conditions 
in a sense peculiar to the negro—fibroid, keloid, 
elephantiasis arabum, and urethral stricture—and 
attempts to correlate certain ano-rectal peculiarities 
of the race with its known tendency to fibrous tissue 
hyperplasia. 

To supply a pathological term for the racial 
tendencies in question which is broad enough to 
comprehend all manifestations, to call attention to 
the element of racial heredity, and to describe a 
process in which the definite characteristic is growth 
by mesoblastic hyperplasia, without direct involve- 
ment of surrounding tissues, in response to injury, 
he suggests the term “‘fibroplastic diathesis.” 

Thirty-two cases of rectal stricture are reported, 
and reference is made to hemorrhoid, ano-vulvar 
elephantiasis, and fibrous anal excrescences in the 
negro, as illustrations of the diathesis. The follow- 
ing conclusions are drawn: 

1. The inherent ethnic predisposition to de- 
velop adult connective tissue—in other words, the 
fibroplastic diathesis of the race—is in evidence in 
ano-rectal disease as in other conditions. 

2. The two proctologic manifestations peculiar 
to the African—fibrous external growths and fibrous 
internal strictures—are both a result of this ten- 
dency. 


Bonnewitz, O. R., von: A New Operation for Ano- 
Rectal Fistula. Hahneman. Month., 1923, Wwiii, 
645. 

The operation described is used only in cases of 
simple non-complicated fistula. 

After the parts have been made aseptic, the 
bowels thoroughly emptied and cleansed, and the 
sphincters dilated, the fistula is divided by a clean 
cut and the diseased tract is dissected out. The 
parts are then cleansed again and sutured as a 
clean wound, with care to approximate the edges 
smoothly. 

After drying of the operative field and anus, the 
special splint is wrapped with gauze, its funnel- 
shaped end is inserted well into the rectum, and it is 
pulled down until it engages the internal sphincter. 
Gauze is then packed about the anus. When the 
internal sphincter contracts, which it does in about 
two hours, it encircles the flared end of the splint and 
thus the operative field is effectually sealed from 
contaminating secretions, even gases being excluded. 
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There will be no postoperative spasm of the 
sphincter or gas pain even if the bowels are not 
moved for ten days, but an enema may be given after 
three days if necessary. 

This splint is applicable to any operation about 
the anus, and if the field is aseptic before the intro- 
duction of the tube, it will remain so. 

Two early failures were due to an unclean field be- 
fore the introduction of the splint. 

Healing by first intention reduces the amount of 
scar tissue to the minimum and thereby lessens the 
danger of subsequent cancer. 

Cart R. Sterxe, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Chabrol, E., and Bénard, H.: The Semeiological 
Value of Dissociated Icterus (La valeur séméio- 
logique des ictéres dissociés). Bull. et mém. Soc. 
méd. d. hép. de Par., 1923, 3 S. XXxix, 60. 


In the case of a patient convalescing from spiro- 
chetal icterus, free from jaundice, and with normal 
pigmentary cholemia, the urine had a positive Hay 
reaction for many weeks. Lemierre and Lévesque 
consider this a case of dissociated retention at the 
expense of the bile salts. 

The determination of a dissociated icterus at the 
expense of the bile salts is difficult. In the examina- 
tion of 400 normal and pathological urines a decrease 
in surface tension sufficiently definite to indicate bile 
salts never occurred without the presence of either 
urinary pigments or pigmentary cholemia. For 
the estimation of biliary salts the authors prefer 
stalagmometry to the Hay reaction. 

Stalagmometry has shown that hepatic disease 
is present in 90 per cent of cases with a surface 
tension below 850, that the liver is clinically diseased 
in 60 per cent of those in which the surface tension 
is between 850 and goo, and that hepatic involve- 
ment is diagnosed in 30 per cent of those with a 
surface tension between goo and 1,000. Therefore 
when the surface tension is 850 or above, the presence 
of biliary salts is to be presumed. 

According to Brulé, dissociated icterus depends on 
a dissociated impermeability of the liver cells, and 
the mechanism of the numerous icteri due to re- 
tention is explained by the theory of the pathogenesis 
of hepatitis. Besides a hepatic emunctory which 
allows the pigments and salts to filter selectively, 
the factors upon which dissociated icterus depends 
include: 

1. The blood tissue, in which the bile salts may 
undergo transformation. 

2. Thekidneys. In these organs the pigments and 
the salts do not have the same threshhold of dif- 
fusibility. Bile salts have extreme renal diffusibility. 
Bile pigments show a much higher concentration in 
the blood serum. Hence dissociated icterus at the 
expense of the bile salts may not be diagnosed on 
the basis of an examination of the urine alone. Direct 
study of pigmentary cholemia is indispenable for 
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proof of bilirubin retention which the urine does 
not always reflect. 

3. Bile pigment and salt formation. 

In contrast to Brulé, who holds that dissociated 
icterus is due to dissociated hepatic retention, the 
authors maintain that the dissociation resides in the 
bile formation. Supporting this view are conditions 
in obstruction of the bile passages from cancer of 
the pancreas or stone in the common duct and 
retention during catarrhal jaundice. In cancer of 
the pancreas the urine does not contain the normal 
8 to 10 gm. of bile salts emptied by the common 
duct into the intestine. Stalagmometry and Muel- 
ler’s reaction show only o.1 gm. of bile salts. Hay’s 
reaction is negative. The authors explain this by an 
entero-hepatic circulation of the bile salts. The 
salts excreted by the common duct are absorbed 
in the intestine and returned by the portal system 
to the liver where they are again eliminated. When 
the bile salts are diverted toward a cutaneous 
fistula, the general blood circulation, or the urine, 
the reserves of the organism are rapidly depleted. 

Bile obtained by surgical drainage of the common 
duct is very poor in salts. In catarrhal jaundice 
at the height of retention the urine contains ab- 
normal bile pigments but the Hay reaction is doubt- 
ful or negative. By means of the duodenal tube 
it has been found that the bile is very poor in bile 
salts as compared with its pigment content. 

The authors summarize their conclusions as 
follows: 

Because of the great diffusibility of the salts, 
saline choluria is manifested before pigmentary 
choluria and the phenomenon is not explained by 
selective permeability of the liver cells for bilirubin. 

Dissociated icterus at the expense of the pigments 
tends to appear in proportion to the degree of 
retention. This icterus is not increased by selective 
permeability of the liver cell. A break in the entero- 
hepatic cycle of the salts supports the theory of 
dissociated bile formation. In icterus of hemolytic 
origin there is dissociated bile formation with in- 
creased production of pigments. In icterus from 
hepatic or common duct retention, the bile salts 
are impoverished. This does not require dissociated 
bile formation for its explanation. Therefore dis- 
sociated icterus may not be considered as evidence 
of a dissociated retention in which the liver cell is 
the only etiological factor. 

Watter C. Burket, M.D. 


Tallermann, K. H.: The Levulose Test for Liver 
Efficiency and an Investigation of the Hepatic 
Condition in Pregnancy. Quart. J. Med., 1923, 
Xvii, 37. 

The levulose test for liver efficiency is based on 
the differences in the urine in normal and pathologi- 
cal cases following the oral administration of 100 
gm. of levulose. It depends upon the fact that levu- 
lose is unable to cause a rise in the blood sugar such 
as occurs after a dose of glucose, because it is con- 
verted and stored more rapidly than glucose and 


therefore does not appear in the circulation to the 
same extent. 

The author applies the test by administering from 
30 to 50 gm. of levulose according to the patient's 
weight and then determining the blood-sugar curve. 
If the height of the blood-sugar curve exceeds 0.135 
per cent, some degree of liver inadequacy is pre- 
sumed, and a high blood-sugar value persisting at 
the end of from one and one-half to two hours is 
regarded as strong evidence of such disorder. 

In pathological conditions of the liver the enzyme 
or substance causing this conversion may be less 
active or so delayed in its action that, instead of 
being rapidly converted into glycogen as is usually 
the case, the levulose circulates in the blood and 
gives rise to the blood-sugar curve observed in path- 
ological conditions of the liver. 

The renal threshold for levulose is normally far 
lower than that for glucose and can be placed at 
about a blood-sugar value of 0.12 per cent. Since 0.1 
per cent blood sugar is normal, an increase above this 
following the ingestion of levulose causes glycosuria. 

In normal pregnancy there is no evidence that the 
liver is in any way affected. The renal threshold for 
all sugars is lowered in pregnancy and the threshold 
for levulose is practically non-existent. 

A disturbance of liver function was found by the 
levulose test in one of two cases of eclampsia studied 
by the author. Cyrit J. Giaspet, M.D. 


Specht, O.: Further Investigations on the Effect 
of Various Drugs on the Secretion of Bile in 
Dogs with Fistula (Weitere Untersuchungen ueber 
die Beeinflussung der Gallensekretion an_ Fistel- 
hunden durch verschiedene Medikamente). Pviir. 
2. klin. Chir., 1923, cxxiv, 483. 

A critical review of the literature disclosed the 
fact that many remedies called cholagogues are not 
cholagogues, and that, in general, no distinction is 
made between drugs which merely increase the flow 
of bile already present in the biliary passages and 
those which excite the liver cells to a greater secre- 
tion of bile. It is generally agreed that sodium 
salicylate has a strong effect on the secretion of bile, 
but with regard to other therapeutic agents the 
reports differ markedly. 

In his own investigations the author attempted to 
determine whether the bile secretion could be defi- 
nitely increased by means of doses not injurious to 
health. An increased flow of bile already present in 
the biliary passages was ruled out by proper pre- 
cautions. The results demonstrated that Carlsbad 
salts, oil of peppermint, Liebig’s meat extract, and 
agar-agar had no effect on bile secretion, and that 
sodium salicylate caused an increase only when it 
was given in doses which, in the dog, were injurious. 
On the other hand, increased production of bile by 
the liver cells was caused by bile itself and by bile 
acids derived from other sources and in various com- 
binations, their action depending upon whether they 
were administered by mouth or intravenously. How- 
ever, even these agents did not always have the same 
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effect as their action was dependent also upon the 
type of animal. Therefore the results of the author’s 
investigations cannot be applied to man without 
further study. 

Another fact established was that the secretion of 
bile and the excretion of urine are entirely independ- 
ent of one another, and that even the most marked 
variations in quantity, specific gravity, and sodium 
chloride content of the urine are without influence 
on these factors in the bile. It was noted also that 
in the same animal the percentage of sodium chloride 
in the bile was always about the same and was not 
altered by the administration of larger quantities 
of salt. Harms (Z). 


Okinschewitsch, A.: One Hundred and Six New 
Cases of Operation for Tropical Liver Abscesses 
in the Baku District, 1910-1918 (Ein Hundert 
und sechs neue Faelle von Operationen tropischer 
Leberabscesse im Bakuschen Rayon in der Zeit 
1910-1918). Verhandl. d. Russ. Chir. Kong., Petro- 
grad, 1923. 


In Transcaucasia, liver abscesses are septico-pyz- 
mic complications of epidemic dysentery. Dysen- 
tery was demonstrated in all of 124 cases in which 
autopsy was performed and was indicated by the 
history in 67 per cent of the clinical cases. In 
Transcaucasia the bacteriological examination made 
in cases of dysentery is not sufficiently thorough. In 
the 106 cases reviewed amcebic dysentery was found 
in 17.9 per cent, but in 81 per cent the etiology was 
uncertain. Liver abscesses are found most fre- 


quently in immigrated Russians. Nearly all of the 


subjects are males. The highest incidence of the 
condition is between the twentieth and fiftieth years 
of age. Liver abscesses occur throughout the year, 
but are most common during the summer and fall. 

In clinically positive cases Abderhalden’s test 

Was not positive (seven examinations). Leucocyto- 
sis is slight or absent. On bacteriological examina- 
tion of the pus from liver abscesses amoebe were 
found in 17.9 per cent, the colon bacillus in 15.1 per 
cent, staphylococcus aureus in 1 per cent, and the 
Shiga-Kruse bacillus in 3 per cent. In 67 per cent 
the pus was sterile. 
_ Postmortem microscopic examination of the liver 
in cases of death from dysentery showed in many 
cases thrombosis of the small vessels and peri- 
vascular infiltrations and extravasations. 

The cause of liver abscesses is dysentery and its 
sequela in the intestine. Of 124 bodies subjected to 
autopsy 35.4 per cent showed multiple abscesses 
and 64.6 per cent showed solitary abscesses. Of the 
author’s 106 clinical cases, twenty-four were cases 
of multiple abscesses. 

Operation was followed by a cure in 58.4 per cent 
of the cases and by death in 41.6 per cent. In order 
to decrease the high mortality, patients operated 
upon must be given specific treatment with emetin 
orvaccine. Alcoholism seems to predispose to dysen- 
tery, this fact explaining its high incidence among 
the Russians. Busu (Z). 
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Gallart Mones, F.: Pigmentary Cirrhosis (Con- 
tribution a l'étude de la cirrhose pigmentaire). 
Presse méd., Par., 1923, Xxxi, 334. 

The author discusses cirrhosis associated with 
melanoderma and a pigmentary infiltration of all 
the viscera, especially the liver. In America this 
condition has been called “hemochromatosis.” 
It is claimed by many that the accompanying cir- 
rhosis is of the hypertrophic type and that there is 
also a greater or less degree of hyperglycemia with 
or without glycosuria. The author’s purpose is to 
show that there are certain types which are not 
hypertrophic, not accompanied by either glycemia 
or glycosuria, and not found in adults. 

A case reported was that of a 52-year-old obese 
woman whose skin had been dark brown for several 
years and whose history was negative as regards 
syphilis and alcoholism. Four months before the 
patient was seen by the author she noted yellowing 
of the sclera and a progressive increase in the size 
of her abdomen. The bronzing of the skin was 
especially marked on the face, breasts, axilla, and 
genitals, and on the backs of the hands. Ascites 
was present and the liver and spleen were enlarged. 
The border of the liver was hard and irregular. The 
urine was deeply colored, and showed traces of 
albumin and a positive reaction for urobilin and bile 
salts, but no pigments and no sugar. The blood 
sugar was 0.72 gm. per 1,000. The blood showed a 
slight lymphocytosis and a prolonged coagulation 
time. The Wassermann test was negative. A Weber 
test for blood in the feces was positive. A few days 
after the patient entered the hospital she had a 
severe nasal hemorrhage. Addison’s disease was 
eliminated on account of the absence of vascular 
hypotension, gastro-intestinal symptoms, etc. 

The condition remained stationary for three 
months, except for the increasing ascites which 
ultimately necessitated an abdominal paracentesis. 
Death occurred as the result of internal hemorrhage 
from a branch of the epigastric artery. 

At autopsy the abdomen was found filled with 
uncoagulated blood. The liver was small, globular, 
irregular, hard, and full of reddish-brown granula- 
tions. On section, circular bands of sclerotic material 
were seen surrounding the hepatic islands. The 
biliary tract was unaffected. Section revealed fatty 
degeneration and much new connective tissue 
formation. All of the hepatic cells showed degenera- 
tion. Histo-chemical examination for iron was 
negative (Tirman reaction), but chemical examina- 
tion showed 6.418 gm. of iron per 1,000 (normal 
0.15 gm). The spleen was enlarged and hard and 
showed perivascular sclerosis. The kidneys were 
normal. The pancreas showed areas of sclerosis and 
1.18 gm. of iron per 1,000. The suprarenals were nor- 
mal; iron 1.083 gm. per 1,000. The heart exhibited 
fatty degeneration. The lungs were normal. The 
skin showed a large amount of pigment and many 
melaniferous cells in the dermis. This pigment gave 
negative histo chemical reactions for iron but chem- 
ical analysis showed 0.49 gm. per 1,000. The findings 
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indicated an atrophic cirrhosis with an excess of 
iron in the liver and other organs. 

According to von Recklinghausen, hemosiderin 
contains free iron while hemofuchsin contains iron 
combined with protein. This hypothesis may ex- 
plain why the tissues in this case contained hemo- 
fuchsin or iron so closely combined with albuminoids 
that the reagents used could not isolate it. The 
ferrous pigmentation indicated only a disturbance 
of iron metabolism, a function controlled not 
exclusively by the liver but also by other organs. 

The theory is advanced that pigmented cirrhosis 
is a siderosis terminating a cirrhosis involving not 
only the liver but other organs as well. 

Speep, M.D. 


Lobstein, L.: A Report of a Surgically Treated 
Case of Hemorrhage of the Gall Bladder 
Which Endangered Life (Ein operierter Fall von 
lebensgefaehrlicher Blutung der Gallenblase). Gyé- 
gydszat, 1923, 286. 


This case, which ended in recovery, is the only 
non-fatal cases reported in the literature. The 
patient, a woman 65 years old, was brought to the 
hospital in an afebrile state with the symptoms of 
ileus, a pulse of 120, and very severe pain in the 
right hypogastrium. The probable diagnosis was 
volvulus of the cecum and an adherent Meckel’s 
diverticulum. 

Laparotomy revealed blood in the abdominal 
cavity which came from a longitudinal wound 1.5 
cm. long in an artery on the median surface of the 
gall bladder. The gall bladder was filled with five 
large, angulated stones. After removal of the stones 
the wound was sutured and drainage was established. 
Recovery followed a biliary flow persisting for two 
weeks. 

In the author’s opinion the lesion and hemor- 
rhage were due to a decubitus ulcer. 

Schnyder and Huguenin have reported similar 
cases which were fatal. Von LoBMaYER (Z). 


Enderlen: The Indications For, and Procedure in, 
Gall-Stone Operations (Indikation und Ausfueh- 
rung der Gallensteinoperation). 47 Versamml. d. 
deutsch. Gesellsch. f. Chir., 1923. 


Early operation is opposed by most internists, but 
is favored by a constantly increasing number of sur- 
geons. While the indications for surgery are not so 
urgent as in appendicitis and, if possible, operation 
should be avoided during an attack, long-continued 
medical treatment of cholelithiasis is in general not 
advisable. 

In the cases of young patients, cholecystectomy is 
the treatment of choice and should be performed 
after the first attack. In later life surgical treatment 
is indicated after the failure of conservative methods. 
Early operation is urged because, in the early stages 
of the condition, the patient has better resistance 
than later; the disease is still limited to the gall 
bladder and has not set up extensive complicating 
changes; the heart, lungs, and kidneys are still able 


to stand the strain; and healing progresses under 
good conditions. 

Hydrops of the gall bladder presents a positive 
indication for surgical intervention, and chronic 
cholecystitis and obstruction of the gall bladder are 
urgent indications since the benign picture may 
quickly change. 

Internal treatment for icterus should not be con- 
tinued longer than two weeks. The only contra- 
indication to operation is a poor general condition. 
The urine should be examined for urobilin and uro- 
bilinogen. 

In cases of long-standing icterus special precau- 
tions are necessary because of the danger of chol- 
zmic hemorrhage. In the prevention of such 
hemorrhage the administration of calcium by mouth 
and of gelatin is indicated; blood transfusion has 
proved especially valuable. The author has aban- 
doned roentgen treatment as a prophylactic measure. 

Most of the operations are carried out under 
anesthesia begun with ethyl chloride but main- 
tained with ether. In one case splanchnic anzsthe- 
sia, and in several others, lumbar anesthesia was 
induced. As a rule a median incision is made, with 
or without division of the rectus muscle. The gall 
bladder itself must be released from its subserous 
position, the cystic duct carefully isolated and 
divided between clamps, and the cystic artery 
ligated. The ligature may be led out through a 
drainage tube. In case of injury to the liver, omental 
tamponade is indicated. The author does not 
approve of closure without drainage, believing that 
even too much drainage is better than none. He 
removes the drain on the sixth day. Adhesions are 
formed whether drainage is established or not. 

With regard to the choice of operation the author 
states that cystostomy is only an emergency proce- 
dure. It does not guard sufficiently against fistule 
and recurrences, but is often of value when the 
anatomical relations are difficult and the patient’s 
strength is greatly reduced. The operation of choice 
is cholecystectomy. Following this operation the 
amount of pancreatic juice and bile secreted is 
slightly diminished, but this does not cause any 
harm. The gastric disturbances are generally pheno- 
mena associated with the cholecystitis and are not 
relieved by the operation. 

Choledochotomy is indicated when a diagnosis of 
occlusion of the common duct by stone is made and 
when concretions are discovered during cholecys- 
tectomy. In no case should operation be delayed 
longer than three weeks for the spontaneous dis- 
charge of the stone. The opening should be made, if 
possible, from the supraduodenal portion; in difi- 
cult presentations, from the cystic duct. Papillary 
stones should be mobilized after mobilization of the 
duodenum. Transduodenal choledochotomy is ad- 
visable only in cases of incarcerated papillary stones, 
as it is an operation with a high mortality. Drainage 
of the hepatic duct is a procedure no longer regarde 
as of value. If the papilla is easily penetrated or has 
been previously distended, and if the bile is fluid, the 
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bile passages can be closed without resulting harm. 
If the walls are necrotic and the contents ichorous 
and granular, drainage is indicated. Choledocho- 
duodenostomy is superfluous if the common duct is 
clear of obstruction, but may be performed if there 
are stenoses in the lower portion of the papilla. How- 
ever, it gives no more protection against recurrence 
than drainage of the hepatic duct. 

In the after-care, hydrotherapeutics may be of 
value. STETTINER (Z). 


Zweifel, E.: Stimulative Roentgen Irradiation of 
the Spleen (Zur Frage der Milzreizbestrahlung). 
Muenchen. med. Wchnschr., 1923, lxx, 670. 


The author recommends roentgen irradiation of 
the spleen in cases of menorrhagia in young women 
with normal genitalia. Cases of chlorosis and general 
weakness appear particularly suitable for this treat- 
ment. Of twenty-one patients examined after such 
irradiation, eleven are regarded as cured. 

Zweifel believes that roentgen treatment of the 
spleen might be of value also in the treatment of 
older women as a preliminary to more radical 
treatment. Witte (G). 


MISCELLANEOUS 


Podobedowa, N. W.: Abdominal Contusions and 
Subcutaneous Injuries of the Viscera (Zur 
Frage der Bauchkontusionen und subcutanen Ver- 
letzungen der Eingeweide). Festschr. 2. 50-jaehrigen 
Amtsjubilaeum von Netschajew, 1922, ii, 331. 


In the Obuchow Hospital during the period from 
1913 to 1920 there were 138 cases of abdominal 
contusions. In eighty-three there were associated 
injuries of the abdominal organs. The internal in- 
juries included rupture of the intestine in twenty- 
seven cases (33 per cent); of the liver in twelve 
(14.8 per cent); of the spleen in six (7.4 per cent); of 
the kidneys in eighteen (22.2 per cent); of the blad- 
der in nine (11.1 per cent); of the gall bladder in 
one (1.2 per cent); of the pancreas in one (1.2 per 
cent); and of several organs in nine (10.8 per cent). 

Of the twenty-seven patients with intestinal rup- 
ture, twenty-five were operated upon; six were 
cured. Both of the cases not operated upon were 
fatal. A cure was obtained in three of the six cases 
operated upon within the first six hours of the injury, 
in one of the three operated upon within the first six 
to twelve hours, and in two of the nine operated upon 
within the first twelve to twenty-four hours. Cases 
operated upon after twenty-four hours were fatal. 

In none of the cases with rupture of the liver was 
there any disease of the liver. Of the ten patients 
with this condition who were operated upon, four 
were cured. The two who were not operated upon 
died. The method of hemostasis was usually omen- 
tal tamponade. 

Of the six patients with rupture of the spleen, all 
were operated upon but only two were cured; extir- 
pation was done in four cases and omental tampo- 
nade in two. 
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Of the eighteen patients with rupture of the 
kidney only three were operated upon; two were 
cured and one died. Of the thirteen patients who 
were not operated upon three died. On discharge 
from the hospital, eight of the patients had no 
symptoms and two complained of pain in the 
lumbar region. 

The two patients with rupture of the gall bladder 
and pancreas respectively were both operated upon 
but died. 

The conclusions drawn are as follows: 

In cases of abdominal contusions there is nosign 
by which injury of the viscera can be ruled out. A 
correct diagnosis can be made only from the com- 
plete syndrome. In every case of contusion of the 
abdominal wall in which an injury of the abdominal 
viscera (with the exception of the kidneys) is sus- 
pected, immediate operation is indicated. 

In cases of rupture of the intestines the prognosis 
is best when operation is performed during the first 
six hours. 

In cases of rupture of the liver or spleen opera- 
tion should be performed at the earliest possible 
moment. The most advantageous method of obtain- 
ing hemostasis is omental tamponade. The abdom- 
inal wound may be closed. 

In the large majority of ruptures of the kidney 
healing will take place under conservative treat- 
ment. Operation is indicated only when there is 
danger of hemorrhage or when intraperitoneal rup- 
ture of the kidney, progressive hemorrhage into the 
renal bed, or infection of the renal parenchyma is 

suspected. 

In rupture of the pancreas the abdominal cavity 
should be isolated with tampons. Petrow (Z). 


Rosenburg, A.: The Differential Diagnosis of Sur- 
gical Abdominal Conditions and Tropical 
Malaria (Zur Differentialdiagnose der chirurgischen 
Abdominalerkrankungen und der Malaria tropica). 
Deutsche med. Wchnschr., 1923, xlix, 811. 


The author reports two cases of malaria without 
typical temperature curves in which the symptoms 
suggested abdominal disease. The first patient had 
never been outside the environs of Berlin. On the 
basis of the blood examination a course of salvarsan 
treatment was instituted. After the patient’s ad- 
mission to the hospital, he experienced a chill and 
his condition became markedly worse. Laparotomy 
was then performed on the basis of a diagnosis of 
peritonitis. Besides a large quantity of clear exudate, 
the only findings were enlargement of the liver and 
spleen. Examination of the blood then disclosed 
the rings of plasmodium immaculatum in the eryth- 
rocytes. An energetic course of quinine was given, 
but the patient died. Autopsy showed cirrhosis of 
the liver and enlargement of the spleen, but nothing 
abnormal in the gastro-intestinal tract. The eryth- 
rocytes in the cerebral vessels were crowded with 
parasites. 

The second patient contracted a malaria-like 
affection during the war. As the Wassermann test 
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was positive, salvarsan was given. During the 
course of the last injection the patient experienced 
a chill and later suffered pain along the costal mar- 
gins and diarrhoea. As the pain did not cease with 
the fall in the temperature, a diagnosis of perforated 
gastric ulcer was made. Immediate operation, how- 
ever, was out of the question. The following day the 
patient showed unusual apathy and the abdomen 
was somewhat distended. Examination revealed en- 
largement of the liver and spleen and slight ascites. 
The urine contained a large quantity of a’bumin 
and the blood showed numerous crescents and 
tropical rings. Improvement followed a promptly in- 
stituted course of quinine. 

Malaria has now been brought into Germany. 
The statistics show that 37 per cent of the cases of 
all types and 50 per cent of the cases of tropical 
malaria are those of persons who have never been 
outside the country. Diarrhoea indicates the dysen- 
teric form of malaria tropica. The chills are often 
slight. The diagnosis can be easily confirmed by 
the blood picture. The red-cell count and the 
hemoglobin are decreased. A leucopenia, a relative 
increase in the large mononuclear leucocytes, the 
presence of poikilocytosis, anisocytosis, and erythro- 
blasts, and inversion of the blood picture are also of 
diagnostic importance. Basophilic stippling of the 
red cells and a marked (more than 1o per cent) in- 
crease in the large mononuclear leucocytes suggest 
malaria even when no parasites are found. Tropical 
malaria closely resembles lues throughout its course. 

(Z). 


Coffey, R. C.: The Relation of Right-Sided Ab- 
dominal Pain to Right-Sided Disease. J. Am. 
M. Ass., 1923, Ixxxi. goo. 


Pain in the right side of the abdomen is one of the 
common symptoms elicited in routine examinations. 
The gall bladder, pancreas, kidney, appendix, or 
ovary is usually suspected. Lichty, in reporting a 
series of 1,320 cases diagnosed as chronic appendi- 
citis, calls attention to the large number in which 
the same complaints were made after the operation. 

He believes that not more than 60 per cent of 
these patients were suffering from chronic appendi- 
citis. Coffey finds 70 per cent of those operated 
upon for chronic appendicitis not benefited. 

In a large percentage of cases chronic pain in the 
right side of the abdomen is due to defective fixa- 
tion of the descending colon. Anatomists claim 
that from 20 to 4o per cent of all persons have 
defective peritoneal fusion. Defective peritoneal 
fusion may result in: 

1. Simple mobility of the caecum with normal 
fixation of the ascending colon. 

2. A colon rotated over so far that it becomes 
attached to the anterior surface of the kidney, but 
the ascending colon and the cecum remain mobile. 

3. A colon not rotated over farther than the 
anterior surface of the duodenum to which it be 
comes attached and from which it hangs as a dead 
weight, the ascending colon having a long mesentery. 


4. An ascending colon not fused to the parictal 
peritoneum, the kidney and duodenum being en- 
tirely exposed. 

Between these types there are, of course, an 
infinite number of gradations. Pain is produced by 
distention of a mobile prolapsed cecum or by 
traction on acquired membranes or bands. The 
majority of membranes are inflammatory in origin. 

Coffey reports the case of an 18-year-old girl 
whose chief complaint was chronic pain low down 
in the right iliac fossa. The pre-operative diagnosis 
was chronic appendicitis. At operation the as- 
cending colon and cecum were found completely 
mobile. A strong membrane, split in places into 
white fibrous bands, extended downward diagonally 
from the parietal peritoneum to the middle of the 
ascending colon where it was attached and acted 
as a ligament. The appendix extended upward 
for 8 in. and its distal end was diseased. There was 
an early viceroptosis due primarily to the mobile 
cecum. The pain complained of for two and one- 
half years was due to the membrane attached to, 
and pulling upon, the ascending colon. It was most 
severe when the patient was up and about. 

In a number of cases forced feeding and fattening 
will give relief. Surgical measures usually consist in 
shortening the mesentery of the cecum and ascend- 
ing colon and fixing it by interrupted sutures to 
the posterolateral parietal peritoneum. When the 
cecum is greatly dilated and baggy, plication of its 
wall may be advisable. Joun W. Nuzum, M.D. 


Von Teubern: The Clinical Results of Pneumo- 
peritoneum (Klinische Ergebnisse des Pneumo- 
peritoneums). Fortschr. a. d. Geb. d. Roentgen- 
strahlen, 1923, XXX, 215. 


The author reports on ninety-three cases ex- 
amined by pneumoperitoneum. In twenty-three 
the indication was a continuous unexplainable 
abdominal pain. In these it was possible, for ex- 
ample, to recognize chronic perityphlitis which in 
some cases was not suspected clinically. The X-ray 
revealed a tumor-like shadow in the right hypo- 
chondrium which could be easily distinguished from 
the shadows of the liver, kidney, pelvis, and geni- 
talia. In several instances adhesions were found 
extending from the tumor to the abdominal wall. 

In some of the cases the examination was made 
to determine the cause of a chronic icterus and in 
others to discover the origin of a palpable tumor 
in the region of the liver and gall bladder. The 
procedure revealed, among other conditions, cir- 
rhosis of the liver, chronic liver atrophy, and the 
presence of inflammatory adhesions and liver and 
gall-bladder tumors, but it did not permit any 
conclusions as to the cause of bile stasis or patho- 
logical adhesions between the liver, gall bladder, 
and stomach. Gall stones could not be detected 
with certainty. 

In cases of tumors of the pancreas, mesentery, 
kidneys, adrenals, and ovaries the examination was 
disappointing. The kidney is shown better by 
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pneumoradiography. Tumors of the stomach, 
intestines, mesentery, and pancreas could not always 
be made out distinctly. 

In cases in which hepatic syphilis was suspected 
pneumoperitoneum was usually of aid as it revealed 
the gross changes in the shape of the liver associated 
with this condition. It was of value also in the 
diagnosis of liver abscess. 

In ten cases in which peritonitic adhesions or 
peritoneal tuberculosis was suspected the findings 
of the examination were positive. 

A constant therapeutic effect of peritoneum was 
not observed, but in a number of cases, chiefly those 
with vague abdominal pain due to adhesions, the 
pain was alleviated or ceased after the examination. 

In conclusion the author summarizes the X-ray 
findings characteristic of a number of abdominal 
conditions and describes the best technique for 
pneumoperitoneum. WoHLAUER (Z). 


Nather, C., and Ochsner, E. W. A.: Retroperi- 
toneal Operation for Subphrenic Abscess; 
With the Report of Two Cases. Surg., Gynec. & 
Obst., 1923, Xxxvii, 665. 

The authors divide the subdiaphragmatic space 
into four main divisions. The right upper posterior 
space, located on the posterolateral surface of the 
liver and between the liver and the diaphragm, is 
described in particular detail as the subject of this 
article is subphrenic abscess complicating appendi- 


citis. The routes of infection and the diagnosis are 
discussed and two cases are reported. 

The technique of the retroperitoneal operation is 
described in detail. The conclusions drawn are as 
follows: 

1. Careful exact clinical observation of persons 
whose condition does not return to normal following 
an attack of appendicitis will lead to an early 
diagnosis in a larger percentage of cases of com- 
plicating subphrenic abscess. 

2. In cases in which clinical observation does not 
lead to a diagnosis, exploratory aspiration should be 
carried out retroperitoneally, beneath the diaphragm. 

3- In cases of subphrenic abscess it is unneces- 
sary and dangerous to use a method of drainage 
which exposes to infection the uninvolved pleura or 
peritoneum. 

4. Especially in cases of secondary subphrenic 
abscesses complicating appendicitis, an operation is 
necessary which will drain abscesses in the sub- 
hepatic and suprahepatic spaces at the same time. 
This combination occurs in 50 per cent of the cases. 
The retroperitoneal operation meets the requirements. 

5. A co-existing empyema may be drained 
through the same incision without further rib 
resection. 

6. The retroperitoneal operation is surgically and 
anatomically the operation of choice for the drain- 
age of subphrenic abscesses complicating appendicitis. 

Emi C. RosirsHex, M.D. 
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Tédenat: Hzmorrhage Due to Intra- and Extra- 
Uterine Fibroids (Hemorragies des _fibromes 
utérins endo- et exo-utérines). Gynécologie, 1923, 
Xxii, 321. 


The author reports a number of cases, some of 
them his own and some of them those of other ob- 
servers, in which severe bleeding was caused by sub- 
mucous or subperitoneal growths. The most com- 
mon types of bleeding were menorrhagia and metror- 
rhagia, which appeared to be independent of the 
size of the fibroid. In some cases the growth was no 
larger than a berry. The bleeding was due either to 
neoplastic changes in the mucosa, an active and be- 
nign hyperplasia, or to atheromatous and fibrotic 
changes of the blood vessels of the uterine wall. 

Tédenat reports also several cases of subserous 
fibroids with varicosities, the rupture of which caused 
severe intra-abdominal hemorrhages. 

James V. Ricct, M.D. 


Fournier: Hezmatometra and a Juxta-Cervical 
Submucous Fibroid; Subtotal Hysterectomy; 
Neoplastic Degeneration of the Cervix; Death 
One Year Later (Hématométrie et fibrome sous- 
muqueux juxta-cervical; histérectomie subtotale; 
dégénérescence neoplastique du col; mort un an 
aprés). Bull. Soc. d’obst. et de gynéc. de Par., 1923, 
xii, 410. 


The case reported was that of a woman 64 years 
of age. The uterus was of the size and consistency 
characteristic of a five months’ pregnancy. The 
age of the patient was sufficient to exclude ges- 
tation; otherwise it would have been extremely 
difficult to differentiate. At operation, a supra- 
vaginal hysterectomy was done instead of a total 
hysterectomy because of the difficulty in freeing 
the bladder fold from the uterine surface. 

Section of the uterus revealed a collection of old 
blood and blood clots and a large submucous fibroid 
the size of an orange which completely obstructed 
the cervical canal at the internal os. 

Six months after the operation a small tumor mass 
appeared on the cervical stump. Microscopic ex- 
amination revealed epithelial malignancy. The pa- 
tient refused radium treatment and died one year 
later. James V. Ricct, M.D. 


Schwartz, E.: Injuries from Roentgen Treatment 
of Myomata and Hemorrhagic Metropathies 
(Ueber Schaedigungen bei der Roentgenbehandlung 
von Myomen und hemorrhagischen Metropathien). 
Strahlenthera pie, 1923, xv, 398. 


The author reports injuries he observed in the 
roentgen treatment of twenty-nine cases of myomata 


and hemorrhagic metropathies. The rays were 
applied at a single sitting to a small near field in 
three cases and to a large distant field in the others. 
Lehmann’s table was used and one dorsal field and 
one abdominal field measuring 18 cm. by 18 cm. 
were rayed simultaneously from two tubes at a 
focal distance of from 40 to 50 cm. The rays were 
applied for from eighty to one hundred and eighty 
minutes, according to the apparatus used. Between 
60 and too per cent of the skin erythema dose was 
applied to the skin, which is far in excess of the 
ovarian dose. 

In twelve cases severe vomiting, vertigo, and head- 
ache occurred during the treatment. In some cases 
the raying was followed by diarrhoea and occasional- 
ly this was accompanied by severe intestinal tenes- 
mus and the passage of mucus. Ten of the women 
were confined to bed for a considerable length of 
time. The author reports two cases with a san- 
guinous diarrhoea. In one, it was necessary to 
operate four months after the treatment for the 
removal of a sausage-shaped tumor of the sigmoid 
flexure. The sanguinous mucoid diarrhoea began 
after the radiation treatment and did not yield to 
medical or dietetic treatment. When the abdomen 
was opened, very marked changes were found in the 
sigmoid over an extent of 12cm. The intestinal wall 
was white, firm, and rigid, and was covered by a hard 
nodular deposit. The mesentery was shrunk and 
the peritoneal covering of the true pelvis was white 
and thickened. A portion of the sigmoid 15 cm. long 
was resected and the bowel united end-to-end. 
Healing was normal except for a discharging 
ulcer in the cutaneous wound. The latter was 
thought to be a late roentgen injury. The changes 
in the resected portions of the intestine consisted 
in an extraordinary thickening of the ulcerated 
mucosa of the wall and sclerosis of the connective 
tissue. The dose which caused the severe intestinal 
burn in this case was at the most go per cent of the 
skin erythema dose. 

Schwarz concludes that his technique needs 
revision and that, particularly in cases of myomata 
and metropathies, only the smallest effective dose 
should be employed. Martius (G). 


Stuebler, E.: Uterine Cysts (Uteruscysten). Zen- 
tralbl. f. Gynack., 1923, xlvii, 1067. 

This is a report of two cases of cyst of the uterus. 
The first was that of a married woman, 29 years of 
age, who had been sterile for three years. ‘The 
menstrual periods had always been irregular, 0c- 
curring every eight to twelve weeks and lasting 
one to one and a half days. For the past year anda 
half the patient had had pain in the lower abdomen. 
At laparotomy the uterus was found to be the size 
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of two fists and was removed with the firmly 
adherent right adnexa. The left adnexa had been 
removed ten years previously. 

The cervix presented no peculiarities, and the 
uterine cavity was small. The greater part of the 
uterus consisted of a cyst larger than a fist which 
was separated from the uterine cavity by a thin 
layer of tissue. This cyst contained old black blood 
and was lined with a single layer of columnar 
epithelial cells. 

The second case was that of a para-ii, 38 years of 
age. By laparotomy the author removed a kidney- 
shaped tumor which had developed between the 
ligaments on the right side in the region of the in- 
ternal os, with its base, the size of a silver dollar, 
attached to the right posterior surface of the cervix. 
The uterus and adnexa were left. The extirpated 
tumor proved to be a fibromyoma showing retrogres- 
sive changes. In the center of the growth was a large 
cyst and in its lower pole were several small cysts 
lined with a single layer of epithelium and filled 
with mucus. 

In the author’s opinion, the cyst in the first case 
developed from cell groups cut off from the already 
united muellerian ducts while the cysts in the 
second case had their origin in Gaertner’s duct. 

Scumipt (G). 


Hunt, V.C.: Cancer of the Uterus. J.-Lancet, 1923, 
xliii, 566. 


As cancer of the fundus of the uterus is not as 
malignant as cancer of the cervix, its early treat- 
ment by hysterectomy gives better results. Cancer 
of the cervix is highly malignant, and in more 
than 50 per cent of the cases is inoperable. It is 
most successfully treated by combining radiation 
with surgery. The outstanding sign is a blood- 
tinged vaginal discharge; this occurs in 92 per cent 
of the cases. Intermenstrual and postmenopause 
bleeding or spotting should be regarded with sus- 
picion and investigated without delay. When there 
is doubt regarding the presence of malignancy, a 
specimen removed from the cervix for microscopic 
examination or a diagnostic curettement will dispel 
the uncertainty. 

It is improbable that further development of the 
present accepted methods of treating cancer of the 
uterus, particularly cancer of the cervix, or the 
institution of new methods will materially improve 
the results. The time of application rather than 
the method of treatment is at fault. The most 
effective means of combating cancer is education 
of the laity. It is chiefly through energetic educa- 
tional campaigns that material improvement in the 
end-results is to be expected. 

VERNE C. Hunt, M.D. 


Schmitz, H.: A Study of the Action of Measured 
Radiation Doses on Carcinomata of the Uter- 
ine Cervix. Am. J. Roentgenol., 1923, x, 781. 


The effectiveness of radiation depends on the 
radiation energy applied, the extent of the disease 


within the true pelvis, the type of epithelial cell 
composing the new growth, and the constitutional 
reaction caused by the radiation. The prognosis 
and the method of treatment must be based solely 
upon these findings. 

The author studied cervical carcinomata from 
this point of view in an attempt to ascertain the 
lethal radiation doses for the different types of cells 
found in the new growths. 

Carcinomata of the uterine cervix are composed 
of basal, squamous, or cylindrical epithelial cells. 
The greater the degree of immaturity, of departure 
from the adult norma! histological type, the greater 
the clinical malignancy. 

In the treatment of carcinomata with radium and 
the roentgen rays changes are produced in the 
parenchyma and in the stroma. The carcinoma cells 
undergo degeneration and the connective tissue cells 
and blood vessels of the stroma show signs of in- 
flammatory reaction. These changes the author 
describes in detail. 

Variations in the clinical response of different 
types of malignant disease to radium may be readily 
observed, and these differences appear to be re- 
lated to variations in the histological character of 
the growth. The physiological action of the rays is 
proportionate to the amount absorbed, but depends 
also upon the kind of process initiated through the 
transformation of absorbed energy. The proto- 
plasm of benign cells and of the different types of 
malignant cells reacts differently toward the rays. 
The more undifferentiated and embryonic in type 
the carcinoma, the more effective the action of ra- 
dium rays upon it. Radiation sensibility is greatest 
in the immature basal-cell type, less in the adeno- 
carcinoma, and least in the squamous-cell car- 
cinoma. 

The action of radium is local. Within tissues or 
tumors its intensity depreciates rapidly. A homo- 
geneous penetration of the entire true pelvis with 
radium rays inserted in the cervix is impossible. 
Radium used alone can be beneficial in only a small 
number of cervical carcinomata. The combined 
application of gamma and roentgen rays renders 
possible a method assuring homogeneity of radiation 
intensities throughout the pelvis and greatly ex- 
tends the field of radiotherapy. 

The application of a lethal dose to carcinomata 
causes destruction of the malignant cells, and to 
some extent, of normal cells, especially the white 
blood corpuscles. The split proteins are absorbed 
and a non-specific protein toxicosis ensues, which is 
evidenced by an increase in the nitrogen con- 
stituents and a decrease in the chlorides of the 
blood. A cancer patient who does not react to the 
rays does not show any disturbance of nitrogen 
metabolism, in the white blood cell count, or in the 
percentage of the white cells. The absence of these 
reactions indicates a negative result from the 
radiation treatment due to general resistance 
(noted especially in advanced cachexia) or insuffi- 
cient dosage. 
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The blood of patients in whom the carcinoma has 
been completely degenerated by radiation shows 
carcinolytic properties as determined by the Freund- 
Kaminer test. In such cases the palpatory findings 
are negative and microscopic examination of tissue 
excised from the “‘healed” cervix reveals total ab- 
sence of epithelial cancer cells. 

The author reports briefly the results obtained in 
different types of cancer with different doses in 418 
consecutive cases. The tentative deductions drawn 
are that the lethal carcinoma dose for unripe basal- 
cell cancers is about 100 per cent of the erythema 
skin dose, while that for adenocarcinomata is about 
130 per cent and that for squamous-call carcinomata 
from 150 to 170 per cent. ApotpH Hartunc, M.D. 


Oppert, M.: A Discussion of Scme of the Causes 
of Inefficacy of Radium in Cancer of the Body 
of the Uterus (Discussion sur quelques causes 
d’inefficacité du radium dans le cancer du corps de 
Vutérus). Gynécologie, 1923, xxii, 278. . 

The author ascribes poor results of radium treat- 
ment in cases of cancer of the body of the uterus 
principally to faulty technique. If the applicators 
are placed properly, the results are usually good. 

Certain superficial cylindrical epithelioma of the 

corporeal mucosa have been cured with radium. 

Long applications with low dosage give better 
results than heavy and short doses. For cases of 
cylindrical cancer of the uterine body Oppert 
advises a systematic biopsy followed by curettage 
with careful disinfection of the uterine cavity and 
the prolonged application of a small dose of radium. 

SALVATORE DI Pama, M.D. 


Bailey, H., and Healy, W. P.: Follow-Up Results 
of 998 Cases of Uterine Cancer Treated by 
Radium. Am. J. Obst. & Gynec., 1923, vi, 402. 


In the cases of advanced primary cancer of the 
cervix there was very little chance of obtaining a 
cure under any circumstances. When treatment 
was undertaken, not only the cervix but also the 
parametrium was involved. These cases formed the 
largest group. Of the eighty patients treated in the 
years 1915-1917, when radiation was done without 
much cross-firing, only two are still alive. Of forty- 
one treated in 1918, when the bomb and block were 
used, six (14.5 per cent) are alive and free from 
disease today. Of sixty-nine treated in 1919, only 
seven are still alive, and in two of these the disease 
is progressing. Of the ninety-two patients treated 
in 1920, fifteen are living, but seven have symptoms. 
Of eighty-five women treated in 1921, twelve (14 
per cent) are still alive and well and nineteen are in 
various stages of the disease. Of the eighty treated 
in 1922, twelve (15 per cent) are apparently well 
and forty-five are living but not well. While not 
enough time has elapsed since the treatment given 
in the last two years to warrant conclusions as to 
the final results, it may be stated that of the 165 
women who were beyond the aid of surgery, twenty- 
four now show no clinical evidence of cancer. 


In the first five years thirty-three women with 
borderline cervical cancer were treated; eight of 
them (24 per cent) are still living, and all but one 
of them are known to be free from evidence of the dis- 
ease. Of the fifty-one women with this condition 
who were treated during the last three years, twenty- 
two (43 per cent) are free from signs of cancer and 
fifteen show the presence of tumor tissue. 

The early operable group included eleven women 
who were treated previous to January, ro19. Of 
these, three (27 per cent) are alive and free from 
evidence of cancer at the end of five years or longer. 
If three deaths due to intercurrent disease and one 
following operation in another clinic are deducted, 
43 per cent of the cases were clinically cured. In 
the last four years forty-eight women were treated. 
Of these, thirty-two (66 per cent) are free from 
evidence of the disease. If three are deducted—one 
who died after an operation in another hospital a 
week after treatment and two others who could not 
be traced—thirty-two (71 per cent) of this group are 
still alive. In early operable cases excellent results 
are expected from irradiation and other treatment 
is seldom given. However, as there seems to be no 
doubt that hysterectomy alone has cured cases of 
cancer of the cervix, it is sometimes performed, 
in favorable cases, several weeks after full irradia- 
tion. Just how much is to be gained from this is still 
a matter of conjecture. 

Of fifty-two women with recurrent cancer who 
were treated previous to 1918, two are still alive and 
well and another is alive but with some evidence of 
tumor. In the past five years, during which time 
the technique has been considerably elaborated by 
the use of cross-firing and the embedding of radium 
emanation in the lesion, a remarkable number of 
these cases have been apparently cured. Of the 168 
women in this group, thirty-eight (22 per cent) 
have no clinical evidence of cancer. 

Of twenty-nine women subjected to hysterectomy 
in the period from 1917 to 1923, twenty-one (72.5 
per cent) are alive and free from signs of recurrence 
and five of these have been well for five years. 

Of forty-one women with cancer of the body of 
the uterus, twenty-one (49 per cent) are alive and 
well. Three of these have passed the five-year 
period; nine were subjected to hysterectomy follow- 
ing the irradiation. Epwarp L. Cornett, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Novak, E., and TeLinde, R. W.: The Pathological 
Anatomy of the Corpus Luteum (Abscess, 
Cyst, Hzematoma, and Neoplasm). Bull. Johns 
Hopkins Hosp., Balt., 1923, xxxiv, 289. 

This article is based on hundreds of sections of 
corpora lutea examined in the gynecological lab- 
oratory at the Johns Hopkins Hospital during the 
past three or four years. Ne 

The most important pathological conditions 
affecting the corpus luteum are: (1) abscess forma- 
tion, (2) cyst, (3) hematoma, and (4) neoplasm. 
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Corpus luteum abscesses are very frequent, con- 
stituting a considerable percentage of ovarian 
abscesses. It is probable that they arise from in- 
fection of normal corpora lutea, corpus luteum 
cysts, or corpus luteum hematomata. It is often 
difficult to draw a line between cysts and hemato- 
mata and the individual variations observed in the 
corpus luteum under normal conditions. The two 
most important factors in this differentiation are 
the size of the structure and the histological charac- 
ter of its limiting wall. Both cysts and hematomata 
are usually associated with pelvic inflammatory 
disease. 

Corpus luteum cysts may be subdivided into: 
(1) newly formed cysts, in which the lutein layer 
is well preserved and there is little or no fibrous 
tissue deposit between it and the contents, and (2) 
old cysts, in which the age is indicated by retro- 
gression of the lutein zone and by the heavy, organ- 
ized layer on its lumen side. 

A review of the menstrual histories in cases of new 
corpus luteum cysts indicates that, in general, the 
lutein zone corresponds to the developmental stage 
which would be expected at the time, and that the 
structure, in spite of its cystic nature, is still of 
functional importance. The older cysts, on the 
other hand, have entirely dropped out of the physio- 
logical cycle and exert no influence on the menstrual 
function. 

These findings throw doubt upon the prevalent 
impression that corpus luteum cysts have a tendency 
to delay menstruation, and that they bring about a 
clinical syndrome easily mistaken for that of tubal 
pregnancy (amenorrhcea followed by prolonged 
bleeding and associated with the presence of a 
unilateral mass). While it is possible that there may 
be a definite endocrinopathic or other entity of this 
so-called corpus luteum persistens type, it is exceed- 
ingly difficult in cases of this kind to rule out the 
possibility of a very early abortion of a tubal or 
uterine pregnancy. The possibility of such an error 
is illustrated by a case reported. The difficulty in 
eliminating pregnancy is increased by the fact that 
complete resorption of the embryo is possible as 
has been shown by Evans and others. 

Corpus luteum hematomata are commonly due 
to excessive hemorrhage into the lumen during 
the stage of vascularization. Like the cysts, they 
may be divided into two types, the recently formed 
and the old, and these types bear the same relation 
to the menstrual phenomenon as the corresponding 
types of cysts. 

In certain cysts and hematomata the walls 
present the characteristic corpus albicans structure. 
With the exception of the few very large cysts of 
this character which have been reported, but which 
are of doubtful nature, the corpus albicans cysts 
and hematomata are doubtless merely the end- 
— of the normal cystic or hemorrhagic corpora 
lutea. 

Various authors have described ovarian tumors 
of supposedly lutein origin. There is no reason why 


such tumors should not occur; growths, chiefly 
carcinomata, which suggested such an origin have 
been seen. At least some of the fourteen cases of 
lutein cell tumors collected from the literature by 
Glynn are very doubtful, and further investigation 
will be necessary before the possibility of a lutein 
origin of certain ovarian tumors can be accepted 
as definitely established. 

The condition spoken of as “multiple lutein cysts 
of the ovary,” which is found in certain cases of 
hydatidiform mole and chorionepithelioma and is 
sometimes erroneously designated as “multiple 
corpus luteum cysts,” is due to a wide-spread 
lutein-like transformation of the theca cells in the 
atretic follicles, which are greatly increased in size 
and number. 

Excellent photomicrographs illustrating the vari- 
ous conditions affecting the corpus luteum are in- 
cluded in the article. R. S. Cron, M.D. 


EXTERNAL GENITALIA 


Dieulafé, M. L.: Multiple Cysts of the Vagina 
(Kystes multiples du vagin). Bull. Soc. d’obst. et 
de gynéc. de Par., 1923, Xii, 341. 


The case reported was that of a 32-year-old para-ii 
in the second month of pregnancy who complained 
of vaginal pain and a vaginal tumor. The tumor 
had been punctured, but subsequently had increased 
in size. 

At operation, a large cyst extending to the cul-de- 
sac and almost to the base of the broad ligament, 
was excised from the left wall of the vagina, and 
three others ranging in size from that of a walnut to 
that of a small egg were removed from the right 
wall. The walls of the smaller cysts were thin and 
their contents viscid and transparent. In a cyst of 
medium size the walls were thicker and the contents 
sanguinous. The largest cyst had a very thick wall 
and infected contents. 

Microscopic examination showed the lining mem- 
brane to be covered with cuboid epithelium. 

SALVATORE DI Patma, M.D. 


MISCELLANEOUS 


McCrea, H. M., and Bonney, V.: Gynecology and 
General Medicine: The Relation Between 
Certain Disorders of the Female Pelvic Organs 
and Symptoms Ordinarily Considered the 
Province of the Physician. Lancet, 1923, ccv, 
1025. 

Clinical states that ordinarily would not be sus- 
pected of a gynecological origin include intestinal 
stasis, genito-urinary infections, arthritis, sciatica, 
neuroretinitis, cyclitis, and choroiditis. 

A weakened pelvic floor may give rise to intestinal 
stasis, which in turn may cause dilatation of the 
bowel and favor the absorption of toxins. A weak- 
ened pelvic floor may cause displacement of the 
uterus with obstructive constipation; it may pro- 
duce rectocele, cystocele, and prolapse of the rectum, 
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and as the result of cystocele, genito-urinary in- 
fection may occur. 

The factors involved in the act of defacation— 
muscular contraction of the wall of the bowel, a 
rise in the intra-abdominal pressure produced by 
straining, and contraction of the fibers of the levator 
ani—are discussed and the mechanism of cystocele, 
rectocele, prolapse of the rectum, displacement of 
the uterus, and enteroptosis is explained. 

Symptoms which may be of gynecological origin 
include obstinate constipation, “heart disease” which 
is in reality a distended splenic flexure of the co- 
lon; indigestion, due to flatulent distention of the 
stomach; neurasthenia: and arthritis, due to tox- 
wmia of infected tubes or an endocervicitis. In 
certain cases infection of the eye may have its 
primary focus in the pelvic organs. 

To emphasize the importance of a careful gyne- 
cological examination as a part of a general examina- 
tion numerous cases illustrating the various clinical 
manifestations of gynecological conditions are cited. 

I. Epwarp BisHkow, M.D. 


Curtis, A. H.: The Pathology and Treatment of 

Chronic Leucorrhoea: A Further Clinical Study 

of This Subject. Surg., Gynec. & Obst., 1923, 
XXXVii, 657. 

In extensive histopathological and bacteriological 

studies of chronic leucorrhoea the source of the puru- 

lent discharge was found to be the cervix. Prior 


to 1919 the results of treatment were uniformly poor. 
Recently, following the treatment outlined in this 
article, the results have been more favorable. 

The patient is given nitrous oxide and the vicinity 
of the urethra is searched for infected Skene’s ducts 
and urethral glands. Diseased foci are threaded on 
the blunt end of a needle, the tract is laid open witha 
knife, and the lining is fulgurated or cauterized. 
Bartholin’s glands are seldom found diseased. 

In the author’s hands radium has yielded good 
results in selected cases in which surgery was not 
advisable. Occasionally he has used radium after 
the removal of a wedge-shaped portion of the cervix. 
The technique of radium treatment is as follows: 

After dilatation and curettage, two 25-mgm. 
tubes of radium in tandem are introduced into the 
canal and held in position by means of a clip at the 
external os. The screen is a rubber-covered gold 
capsule o.5 mm. thick. In the cases of young women 
with regular menstruation the application is con 
tinued seven hours; radiation for this period of time 
never disturbs normal menstruation. Women over 
35 years of age must be treated with greater caution. 

The immediate result is a greater discharge which 
persists for many weeks. This is followed by a 
period in which there is no discharge. During the 
waiting period the cervix is dilated at intervals. 
Usually the improvement is gradual. In a consider- 
able rumber of cases a second radium treatment is 
necessary. Harry W. Fink, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Pribram, E. E.: The Cholesterin Metabolism Dur- 
ing Pregnancy and the Puerperium (Zur Frage 
des Cholesterinstoffwechsels waehrend der Schwan- 
gerschaft und im Wochenbett). Arch. f. Gynaek., 
1923, CXIX, 57. 

During pregnancy there is a considerable decrease 
in the biliary cholesterin, while the cholesterin con- 
tent of the blood is raised. After delivery the cho- 
lesterin is rapidly carried away, chiefly through the 
milk but also by way of the bile. With increased 
excretion of cholesterin, there is an increase in the 
concentration of the cystic bile, probably due to 
deficiency of fluid in the body from the loss of blood 
occurring during delivery. Both factors explain the 
formation of gall stones following delivery. 

The temporary cessation of ovarian function dur- 
ing pregnancy seems to favor lipoid retention. In 
experiments it was found possible to increase the 
cholesterin content of the blood and decrease it in 
the bile by exclusion of the ovarian function. The 
cystic bile was obtained by means of a duodenal 
sound after the injection of Witte’s peptone. 

Pripram (G). 


Boursier and Gautret: Acute Hydramnios; Ab- 
dominal Puncture; Continuation of the Preg- 
nancy (Hydramnios aigu; ponction abdominale; 
continuation de la grossesse). Bull. soc. d’obst. et de 
gynéc. de Par., 1923, xii, 389. 

The authors report a case of acute hydramnios in 
the eighth month of pregnancy. The abdominal dis- 
tention had increased so rapidly and had become so 
marked that it produced severe epigastric pain and 
respiratory distress. 

By means of a Potain trocar No. 1, paracentesis of 
the uterus was done through the abdominal wall, 
below and to the left of the umbilicus; 2 liters of 
amniotic fluid were withdrawn. The symptoms of 
pain and respiratory distress ceased. By the seventh 
day, however, the abdomen began to enlarge and the 
symptoms recurred. After rupture of the amniotic 
sac, labor was induced by the introduction of a bag. 
The authors preferred abdominal puncture to in- 
terruption of the pregnancy at first because of the 
impossibility of determining definitely the size of 
the fetus. James V. Ricc1, M.D. 


Martin, J.: The Indications for the Treatment of 
Severe Pyelonephrosis Complicating Pregnancy 
(Des indications du traitement des formes graves 
de pyelonéphrite gravidique). J. d’urol. méd. et chir., 
1923, XV, 445- 

Martin reports a case of pyelonephrosis in a 20- 
year-old woman in the sixth month of pregnancy. 


As ureteral catheterization for irrigation of the 
renal pelvis became impossible, nephrotomy was 
done; miscarriage followed. Immediately there- 
after the patient’s condition improved. 

In the literature Martin has found the reports 
of ten cases of severe pyelonephrosis occurring be- 
tween the fifth and eighth months of pregnancy in 
which immediate improvement followed the in- 
duction of labor. He has found also the reports of 
nine cases in which pyelonephrotomy was done. 
In eight of them the operation was followed by 
abortion and in four a nephrectomy was done 
later. Martin believes that since the renal infection 
is incidental to the gestation, the induction of labor 
might be sufficient to effect a cure. 

James V. Riccr, M.D. 


Tourneux, J. P.: Vaginal Hysterectomy in the 
Treatment of Peritonitis Due to Abortion 
(Du traitement des péritonites post-abortives par 
Vhystérectomie vaginal). Bull. Soc. d’obst. et 
gynéc. de Par., 1923, xii, 354. 


The author reports three cases. There was one 
death. In two cases, medical treatment was tried 
first, but was unsuccessful. 

Tourneux prefers the vaginal to the abdominal 
hysterectomy because it causes less shock, it can be 
performed with more speed, and it is free from the 
danger of infecting the general peritoneal cavity. 

SALVATORE DI Parma, M.D. 


Duvergey and Dax: Pyelonephritis Complicating 
Pregnancy: Treatment Combining Inter- 
venous Injections of Urotropin and Irrigation 
of the Renal Pelvis (La pyélo-néphrite de la 
grossesse; son traitement par la méthode combinée 
des injections intraveineuses d’urotropine et des 
lavages du bassinet). J. de méd. de Bordeaux, 1923, 
XCV, 442. 


For the treatment of pyelonephritis occurring in 
pregnancy the authors advocate intravenous injec- 
tions of urotropin and irrigation of the renal pelvis 
with an antiseptic such as boric acid, argyrol, or 
protargol. They give intravenously 1 gm. of uro- 
tropin dissolved in 10 c.cm. of sterile water every 
day or every other day until improvement is in- 
dicated by a fall in the temperature. The renal 
pelvis is irrigated with a 1:1,000 solution of silver 
nitrate; at the conclusion of the irrigation a small 
quantity of a 5 per cent solution of argyrol or a 
I per cent solution of silver nitrate is injected. 
Catheterization has been done in most cases three 
times a week, but should be repeated daily if neces- 
sary. Ureteral catheters can seldom be left in situ 
without causing considerable discomfort. 

James V. Ricc1, M.D. 
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Vayssiére: The Treatment of Severe Hyperemesis 
Gravidarum with Chloral (Vomissements gra- 
vidiques graves et traitement par le chloral). Bull. 
Soc. d’ obst. et de gynéc. de Par., 1923, xii, 251. 


The author reports two cases of severe hyper- 
emesis gravidarum that proved refractory to the 
usual treatment by starvation and the administra- 
tion of adrenalin, belladonna, and aconite, but were 
finally cured by enemata of 3 to 4 gm. of chloral 
hydrate. The vomiting ceased after three treat- 
ments. James V. Ricc1, M.D. 


Litzenberg, J. C.: Myomata of the Uterus and 
Pregnancy. Surg. Clin. N. Am., 1923, iii, 1285. 
While myomata in the pregnant uterus are 
common, they are seldom dangerous complications 
of pregnancy, labor, or the puerperium. In a few 
cases, however, operation is necessary on account of 
their size, rapid growth, location in the lower seg- 
ment, incarceration in the pelvis, pressure symptoms, 
threatened abortion, or contracted pelvis. Myomata 
of the pregnant uterus almost always increase in 
size, the enlargement being due to growth of the 
tumor elements and oedema. The tumors are very 
much softer than in the non-pregnant uterus and 
may be mistaken for cysts. After delivery they 
decrease in size rather rapidly. 

It is remarkable how frequently, when it is 
thought that the tumor will produce impaction, it 
rises out of the pelvis, and delivery and the puer- 
perium are normal. When operation is deemed 
necessary, enucleation is the procedure of choice. 
The incidence of abortion following enucleation is 
only 15 per cent. The tumors seem to shell out of 
the pregnant uterus much more easily than from 
the non-pregnant uterus. Care should be taken 
not to tie the ligatures too tight. The corpus luteum 
of pregnancy must not be disturbed. 

Harry W. Fink, M.D. 


Reeb: The Diagnosis of Intra-Uterine Pregnancy 
Complicated by Fibroids (A propos du diagnostic 
de la grossesse accompagnée de fibromes). Bull. 
Soc. d’obst. et de gynéc. de Par., 1923, xii, 437. 


Before the fifth month of gestation the X-ray is 
of no value in differentiating an intra-uterine preg- 
nancy from a fibroid uterus. Uniform enlargement 
of the uterus, congestion, a soft consistency, and 
broad-ligament varicosities are found in both condi- 
tions. Rouville advocates sectioning the ovaries to 
determine the presence of a corpus luteum of preg- 
nancy. This would be of aid only up to the third 
month. Pathognomonic of myomata is a change in 
the position of the mass noted at repeated examina- 
tions made at intervals. James V. Riccr, M.D. 


Schickelé: The Diagnosis of Extra- and Intra- 
Uterine Pregnancy (A propos du diagnostic de la 
grossesse extra- et intra-utérine). Bull. Soc. d’obst. 
et de yynéc. de Par., 1923, xii, 435. 


Schickelé reports two cases of erroneous diagnosis 
of extra-uterine pregnancy. In the first, that of a 


woman in the seventh month of pregnancy, the 
error was due to atony of the uterine wall which 
rendered the fetal parts and heart sounds very 
distinct. In the second, that of a woman in the 
second month of pregnancy, it was due to varicocele 
of the broad ligament. 


Auvray and Delater: A Case of Ruptured Tubal 
Pregnancy with a Co-Existent Uterine Preg- 
nancy (Un cas de grossesse extra-utérine tubaire 
rompue avec co-existence de grossesse utérine). 
Bull. et mém. Soc. anat. de Par., 1923, xcii, 482. 


A para-ii with a history of metritis after amenor- 
rhoea for one month was suddenly seized with acute 
pain in the left lower quadrant of the abdomen. 
Following the application of hot compresses, the 
pain ceased but a light vaginal bleeding appeared. 
On the patient’s admission to the hospital a diag- 
nosis of tubal pregnancy was made on the basis of 
the very typical history and the findings of vaginal 
examination. On the morning of operation she 
passed a mass which examination showed to be a 
gestation sac. Operation revealed rupture of the 
left tube due to tubal pregnancy. Histological 
examination of the specimens confirmed the clinical 
diagnosis. In the authors’ opinion such cases are 
not rare. SALVATORE DI Patma, M.D. 


LABOR AND ITS COMPLICATIONS 


Danforth, W. C., and Davis, C. H.: Obstetrical 
Analgesia and Anesthesia: A Consideration 
of Nitrous Oxide-Oxygen and Various Com- 
bined Methods. J. Am. M. Ass., 1923, Ixxxi, 
1090. 

The measures used by the authors for the relief 
of pain in labor are divided into those which are 
applicable in the first stage and those which may be 
used in the second stage. The use of inhalation 
anesthetics during most of the first stage is not re- 
commended, but nitrous oxide may be employed 
late in the first stage. Reliance for relief during the 
first stage must be placed chiefly on drugs adminis- 
tered hypodermically, by mouth, or by rectum. The 
drug chosen may be one of the opiates, morphine, 
codeine, heroin, or pantopon, given alone or com- 
bined with scopolamine (hyoscin) hypodermically, 
or chloral given by mouth or rectum. The authors 
prefer one of the opiates in combination with scopo- 
lamine, such as morphine-scopolamine or pantopon- 
scopolamine, the scopolamine being repeated if nec- 
essary. 

In a long first stage it appeared that if the partur- 
ient was relieved of pain she went through the long 
hours of dilatation with less fatigue and nervous 
strain and approached the second stage with her 
physical powers more nearly intact than if no relief 
was given in the first stage. In the use of the drugs 
mentioned the authors have made no attempt to 
approach the so-called twilight sleep or to produce 
amnesia. Their desire has been only to dull the seve- 
rity of the pain, and perhaps to produce a light degree 
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of somnolence between the pains. Usually this may 
be accomplished with morphine, '/6 gr. (0.0108 gm.), 
and scopolamine, */100 gr. (0.00065 gm.), given in two 
parts, from fifteen to thirty minutes apart. If in 
the case of a woman whose susceptibility to opium is 
above the average the contractions cease after the 
administration of the hypodermic medication, they 
do not resort to the administration of pituitary ex- 
tract, but await the spontaneous resumption of 
labor. However, this is not a frequent occurrence. 

Because of the danger of narcotizing the child, no 
opiate should be given within three or at least two 
hours of delivery. 

Pantopon appears less apt to produce this effect 
than the other alkaloids of opium. The obstetrician 
must note carefully the rapidity with which the 
labor is proceeding and the progress already made. 
In this, experience is of great value. 

At the end of the first stage or, in some cases, when 
the first stage is nearing its end, it is necessary to add 
some form of inhalation anesthetic. In the authors’ 
experience, nitrous oxide or the combination of ni- 
trous oxide and oxygen has proved most satisfactory. 

A series of tables summarizes the results in over 
3,000 consecutive deliveries at the Evanston hospital, 
Evanston, Illinois, and in two recent series of 400 
cases conducted by each of the authors. The tech- 
nique of administering nitrous oxide-oxygen anal- 
gesia is described briefly. 

The analgesic or the anesthetic should be chosen 
for the operation and the needs of the particular 
patient. For the long first stage of labor an opiate 
alone or in combination with scopolamine is often in- 
dicated. For the longer operations during pregnan- 
cy and labor, ether is usually the inhalation anzs- 
thetic of choice. Nitrous oxide-oxygen may be used 
for examinations and short operations and for inter 
mittent analgesia during the second stage of labor. 

Ro anp S. Cron, M.D. 


Gwathmey, J. T., Donovan, E. P., O’ Reagan, J., 
and Cowan, L. R.: Painless Childbirth by 
Synergistic Methods. Am. J. Obst. & Gynec., 
1923, Vi, 456. 


In the development of the method described 
great care was taken to reject all cases that would 
in any way obscure the issue. For instance, no 
medication was given if the uterus was dilating 
evenly and the contractions were occurring regularly 
with little pain, as under such circumstances an even, 
and sometimes a painless, delivery was assured. 
Medication was withheld also when the cervix was 
fully dilated (four fingers or more), when the fetal 
heart sounds were irregular or poor, when mal- 
position was found, and when there was any doubt 
regarding the condition of the child. The cases 
selected were those not too far advanced in which 
there was a possibility of giving aid. 

The results have varied, but in most instances 
the patient was “helped,” the “pains were less- 
ened,” and in a few, the delivery was rendered 
comparatively painless. Other patients were not 


helped in the slightest, and one or two stated that 
the pains were intensified. The last statement can 
be accounted for only by the possibility that the 
— who expected very great help received only 
a little. 

The formula used for the rectal instillation is: 
to gr. of quinine hydrobromide, 4 dr. of alcohol, 
2% oz. of ether, and 1 oz. of olive oil. Reliance for 
the major effect is placed upon the synergism of 
ether and magnesium sulphate. 

The hypodermic is given when the cervix is di- 
lated approximately two fingers. If a 25 per cent 
solution of magnesium sulphate is used, % or % gr. 
of morphine may be given with the first hypodermic 
only. If a 50 per cent solution is used, no morphine 
is given. The hypodermic is not repeated unless 
the sedative effect wears off or is insufficient. The 
object of the hypodermic is stated to the patient 
as the relief of pain. The patient is kept as quiet 
as possible. If she is in a ward, the bed is screened, 
and if she is in a room the light is excluded and the 
door is closed. Loud talking and other noise are 
avoided as much as possible. 

Just before the instillation is given the patient 
is told that its object is to relieve pain. When the 
cervix is dilated about three fingers and there are 
good contractions, she is placed on her left side in 
the Sims’ position. The catheter is filled with olive 
oil in order to exclude air and is inserted into the 
rectum about 4 in. The syringe is filled with the 
entire amount of the instillation and the injection 
is given slowly with care not to admit air between 
the olive oil in the catheter and the mixture in the 
syringe. Under gentle pressure the fluid is passed 
between contractions, the entire amount being 
given between two to four contractions. The patient 
is told to “squeeze up” in order to induce reverse 
peristalsis. She is told also that retention will cause 
no pain, her cooperation being thus secured. Pres- 
sure is made on the perineum with a towel during 
the pains for from ten to fifteen minutes, and the 
tube is withdrawn in five or ten minutes. The 
patient is then permitted to lie on her back or in 
whatever position is most comfortable. Cotton is 
placed in her ears and her head is covered with 
some dark colored material or a towel. Only neces- 
sary attention is then given her, and all manipula- 
tions are made as gently as possible. 

Asphyxia occurred in one of the sixty-four cases, 
an incidence of 0.64 per cent. The authors con- 
clude that synergistic analgesia is safer than oil- 
ether analgesia or twilight sleep. 

Epwarp L. Cornett, M.D. 


Chatillon, F.: Injections of Pituitary Extract in 
Obstetrics (La question des injections d’extraits 
hypophysaires dans la pratique obstétricale). Rev. 
frang. de gynéc. et d’obst., 1923, xviii, 448. 

Chatillon recommends the hypodermic or intra- 
muscular injection of pituitary extract during the 
terminal stages of cervical dilatation and the second 
stage of labor. Doses of 9.5 c.cm. given at this 
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time will hasten delivery and limit the amount of 
bleeding. Given intravenously, the extract is most 
effective in stimulating an atonic uterus and in 
controlling postpartum hemorrhage. 

James V. Ricci, M.D. 


Ryder, G. H.: Breech Presentations Treated by 
Prophylactic External Version: Report of 
Fifty-Nine Breech Presentations So Treated. 
Surg., Gynec. & Obst., 1923, Xxxvii, 660. 


Because of the danger of breech delivery even 
when the pelvis is normal the author converts 
breech presentation into vertex presentation by 
external version whenever this is practicable. In 
the 890 consecutive deliveries in his private practice 
there were fifty-nine breech presentations, twenty- 
four in primipare and thirty-five in multipare. 

In the fifty-nine cases treated by prophylactic 
version the only fetuses lost were non-viable; two of 
the women were not under observation before labor. 
In none of the thirty primipara did the fetus turn 
back to its original presentation. In several of the 
multipare this occurred, but in all except two the 
fetus was easily returned to the vertex presentation. 

By far the greater number of versions were done 
in the seventh and eighth months. Twenty-three 
of these were done without an anesthetic. There 
was no maternal mortality and in no case did the 
version seem to harm the mother to the slightest 
degree. No appliances were used to retain the fetus 
in the corrected position. Harry W. Fixx, M.D. 


Martin, B. H., and Brinkley, A. S.: An Unusual 
Accident During Delivery at Term. Virginia 
M. Month., 1923. |, 457. 


The authors’ patient was a woman who had gone 
through three normal deliveries and had had no 
miscarriages. The pregnancy had been normal. 
Labor began at about ro a.m. with occasional pains. 
When the patient was examined at noon a diagnosis 
of breech presentation was made. At this time there 
was a dilatation of about 2 in. In the evening the 
cervix was dilated, the pains recurred at intervals 
of five minutes, and on examination the diagnosis 
was face presentation. At 9:45 p.m. a little chloro- 
form by inhalation and a hypodermic injection of 
5 minims of pituitrin were given. The administra- 
tion of the pituitrin was followed by a very severe 
pain and several slight pains for the next thirty 
or forty minutes. There was a moderate flow of 
blood from the vagina. As the head made no 
advance, the operator prepared to do a version. 
On introducing his hand he found that the baby 
was out of the uterine cavity and his hand was in 
the abdomen. A version was quickly done and a 
dead child delivered. The placenta was removed 
manually. 

On further examination the vaginal vault was 
found to be completely torn away from its attach- 
ment to the cervix, only a small bridge of tissue 
remaining posteriorly. The vagina was quickly 
packed with gauze. The patient at this time showed 
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no evidence of shock; her pulse ranged between 8 
and 85. She complained of severe pain in both iliac 
regions radiating to the hips and down the thighs 
and of difficulty in breathing. 

A laparotomy done under gas, oxygen, and ether 
anesthesia revealed a small amount of blood jp 
the abdominal cavity and blood clots in both broad 
ligaments. The uterus was well contracted and 
showed no signs of rupture. The uterus was found 
to be suspended only by the tubes and a small 
bridge of the vaginal attachment about 11% in. wide. 
Both broad ligaments were lacerated up to the pelvic 
brim. The uterine arteries, which were pulsating 
and as free as if they had been carefully dissected, 
were quickly clamped. As the left tube and ovary 
were injured and their blood supply had been cut 
off they were removed with the uterus. The right 
tube and ovary were preserved. The vagina was 
repaired and closed with a pursestring suture around 
a cigarette drain. The stump of the right broad 
ligament and the tube were fixed to the vaginal 
vault for support, and the raw surfaces were covered 
with the peritoneal reflection of the bladder. About 
3 qt. of saline solution were left in the abdominal 
cavity. 

The patient recovered after a fairly stormy con- 
valescence. Harry W. Fink, M.D. 


Commandeur, F., and Chapuis, L.: The Mecha- 
nism of the Separation of the Placenta and 
Membranes During Delivery (Le mécanisme 
intime du décollement du placenta et des membranes 
au cours de la délivrance). Gynéc. et obst., 1023. 
vil, 449. 

Separation of the placenta is brought about by 
uterine contractions occurring after the immediate 
retraction of the uterus following delivery. ‘These 
contractions first increase the thickness of the 
uterine muscles and render the uterine wall, or at 
least its middle segment, uniform in_ thickness. 
Their second effect is a decrease in the surface of 
the placental insertion. Their third effect, which is 
dependent upon the reduction of the surface of the 
placental insertion, is a considerable increase in the 
thickness of the placenta, particularly in its central 
portion. 

The reduction of the surface of the placental 
insertion and the increase in the thickness of the 
placenta have a double result: (1) The decidua 
serotina becomes swollen to six or seven times its 
normal thickness. (2) The chorionic villi, which 
are normally more or less tortuous in the placenta 
during pregnancy, are placed under tension. 

The traction exerted by the chorionic villi on the 
compact layer of the decidua is transmitted to the 
interlacunar partitions, and these, being fragile, break 
with ease. 

The merging of the lacune forms a gap into which 
open blood vessels pour their blood. This is the 
beginning of the retroplacental haematoma. As this 
hematoma is formed, it contributes mechanically 
to the separation of the placental surface. 
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It is thus evident that the mechanism of the 
villous traction has its maximum effect on the center 
of the placenta, and that the mechanical separation 
by the retroplacental hematoma is toward the 
outer border of the placenta. The separation of the 
membranes is not the same, being due to: (1) the 
infiltration of the retroplacental hematoma between 
the muscle and membranes under the pressure of 
the uterine contraction, and (2) the traction exerted 
on the membranes by the descent of the placenta 
toward the cervical orifice and the lower genitals. 
Therefore the separation of the membranes does not 
occur at the same time as that of the placenta. 

SALVATORE DI Parma, M.D. 


Chatillon, F.: The Treatment of Retention of the 
Placenta ' y Injections into the Umbilical Vein 
(Le traitement de la rétention du placenta par les 
injections funiculaires). Rev. frang. de gynéc. el 
d’obst., 1923, xviii, 521. 

The mortality associated with manual extraction 
of the placenta ranges from 3.6 to 13 per cent, and 
the morbidity from 25 to 75 per cent. Chatillon 
has obtained better results with the method em- 
ployed a century ago by Mojon and others—that 
of injecting fluid into the umbilical vein. The 
umbilical vein is exposed, and by means of a 100- 
c.cm. syringe, from 200 to 400 c.cm. of normal salt 
solution are injected into it slowly. 

This method is now used in the obstetrical clinic 
of Geneva when the Credé method fails. It is very 
efficacious and has reduced by one-half the number 
of cases in which manual extraction is indicated. 
In some cases, however, a second and third trial 
may be necessary. Failure in the third attempt 
necessitates intra-uterine manipulation. 

James V. Ricci, M.D. 


Audebart and Rascol: A Histologic Study of Two 
Uterine Scars Due to Czesarean Section (Etude 


histologique de deux cicatrices utérines post- 
césariennes). Bull. Soc. d’obst. et gynéc. de Par., 
1923, Xli, 405. 

In both of the cases reported two czsarean sections 
had been performed. In one, the second was done 
two years after the first, and in the other after an 
interval of four years. At the time of the second 
operation a hysterectomy was performed. 

Macroscopic examination of the uterus revealed 
scarcely any scar, but slight thinning-out of the 
interior of the uterine surface was apparent. Micro- 
scopic study revealed normal union of the muscular 
layers with no evidence of cicatrization between 
the layers of the muscular bundles and the inter- 
vening fibrous tissue. James V. Ricci, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Thoms, H.: An Outline of Postpartum Care. 
Am. J. Obst. & Gynec., 1923, vi, 444. 

After delivery a period of rest is of great im- 

portance. If after a short time a period of rest is not 
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obtained naturally, the author has no _ hesitancy 
in using codeine or even morphine to secure it. 

The first few hours after labor the patient is kept 
flat on her back without pillows. After twenty-four 
hours she may turn on her side for a short time. 
After the third day she is encouraged to lie first on 
one side and then on the other and, for a while each 
day, on her abdomen. On the third or fourth day 
she is propped up for a short time one notch on the 
Gatch bed. This elevation is increased daily and on 
the seventh day she is allowed to sit up practically 
as long as she desires. If on the tenth day the fundus 
has reached the level of the symphysis, she is 
allowed out of bed in a chair for a few minutes. The 
length of time spent in the chair is increased daily 
as her strength increases, and on the thirteenth or 
fourteenth day she is allowed to walk a little. As 
soon after this as she is able to come to the author’s 
office, a thorough pelvic and general examination 
is made. 

For the past few years the author’s patients have 
been given a general diet from the first day of the 
puerperium. Thoms believes that the patient is more 
apt to realize that she is convalescing normally if she ~ 
is allowed to eat the food to which she is accustomed. 

In the care of the urinary bladder, catheterization 
is done only as a last resort. The great danger of 
prolonged cystitis resulting from catheterization 
done even under the most aseptic conditions must 
be constantly borne in mind. 

The routine use of castor oi] and other purgatives 
following childbirth is regarded by the author as 
unnecessary. If the bowels are sluggish, a mild 
vegetable cathartic or mineral oil is given at bedtime. 

In the care of the birth canal, efforts are directed 
merely to the maintenance of asepsis. The dis- 
charges must not be allowed to accumulate; there- 
fore vulva pads of aseptic absorbent material are 
employed. For the first two or three days these pads 
are changed at least every three or four hours. After 
each urination or bowel movement the genitals are 
washed from above downward. In Thoms’ opinion, 
douches are distinctly contra-indicated during the 
normal puerperium. 

The beneficial effect of lactation on uterine con- 
traction and involution is borne in mind. After the 
first rest following delivery in the author’s cases 
the breasts and nipples are thoroughly cleansed with 
soap and water and a simple ointment is applied to 
the nipples with sterile gauze or oiled silk or paper. 
Either sterile vaseline or lanolin may be used for this 
purpose. The baby is placed to the breast eight or 
ten hours after birth, and thereafter is placed on 
each breast for five minutes every four hours until 
the secretion of milk begins to come in. When this 
occurs, it is nursed at three-hour intervals during 
the day and at four-hour intervals at night. Nothing 
further is done for the breasts except cleansing with 
boric acid before and after each nursing. 

At the beginning of lactation the breasts very 
often become engorged and painful. As a rule this 
is due largely to venous congestion instead of milk 
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retention. The application of a large hot compress 
gives almost immediate relief. If fissures are treated 
immediately on their appearance, breast infection 
will seldom occur. Various astringents such as 
glycerite of tannin, tincture of benzoin, or witch 
hazel may be used. 

The proper treatment of the relaxed abdominal 
wall following childbirth demands attention not only 
to prevent a pendulous abdomen but also for com- 
fort. The author does not advocate the routine use 
of the abdominal binder, but believes that such 
support cannot be dispensed with entirely. When 
the patient is up and about, abdominal exercises to 
restore the muscular tone are prescribed. 

Epwarp L. Cornett, M.D. 


Ferrére: Postpartum Eclamptic Seizures without 
Albuminuria; Morphine Treatment; Polyuria; 
Cure (Crises éclamptiques part-partum sans al- 
buminurie; traitement par la morphine; polyurie; 
guérison). Bull. Soc. d’obst. et de gynéc. de Par., 
1923, Xii, 296. 

The author’s patient, a primipara 21 years old, 
experienced a severe eclamptic seizure just after 
delivery. Repeated examination of the urine showed 
the absence of albumin. The quantity of urine 
passed in twenty-four hours was 2 liters. 

Hypodermic injections of morphine were given. 
Following an initial dose of 3 cgm., 1 cgm. was 
administered every hour for six hours. A cure 
resulted. SALVATORE pt Parma, M.D. 


Lévy-Solal and Tzanck: The Pathogenesis and 
Therapeutics of Puerperal Eclampsia (Nou- 
velles récherches expérimentales sur la pathogénie 
et la thérapeutique de Il’éclampsie puerpérale). 
Presse méd., Par., 1923, xxxi, 669. 


In the cases of eclampsia studied by the authors 
the organic lesions were inconstant. They seemed 
to be determined by the eclampsia or the pre- 
eclamptic state, and constituted possibly a predis- 
posing, but not a determining, cause of the crisis. 

In a series of experiments on animals the injection 
of the sera of eclamptic women caused death. From 
this sera two active principles were isolated, an 
anaphylactic principle causing convulsions and a 
toxic principle which was less severe in action. In 
discussing the manner in which these substances 
caused death the authors discard the coagulation 
theory. Coagulation of the blood they believe is 
only secondary, for if anti-coagulants are added to 
the eclamptic blood and the normal fluidity is ob- 
tained or exaggerated the toxicity does not disappear. 

In the authors’ opinion, the toxic principle may 
occur also in such conditions as albuminuria, acute 
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oedema of the lungs, and insufficiency of the kidneys, 
liver, or endocrine glands. The anaphylactic prin- 
ciple, which causes the convulsions, belongs in the 
class of antigens. SALVATORE DI Pama, M.D. 


Dantin, A.: The Indications for Vaccine Therapy 
in Puerperal Infections (Essai sur les indications 
de la vaccinothérapie dans les infections puer- 
—- Rev. frang. de gynéc. et d’obst., 1923, xviii, 
406. 


Dantin reports a case of puerperal sepsis treated 
with a stock antistreptococcus vaccine made from 
organisms cultured from the blood of a patient with 
puerperal sepsis and attenuated with iodine water. 
Recovery resulted. No blood cultures were made. 

James V. Ricc1, M.D. 


Poux and Rascol: Streptococcic Puerperal Septi- 
cemia; Cure (Septicémie puerpérale 4 strepto- 
coques; guerison). Bull. Soc. d’obst. et de gynéc. de 
Par., 1923, xii, 453. 

The authors report a case of streptococcic bac- 
teremia of puerperal origin which was successfully 
treated with antistreptococcus serum. Daily in- 
jections of 40 c.cm. of the serum were given for 
three days. On the first day 1 c.cm. of % per cent 
of the essence of turpentine was injected to cause a 
local abscess. Ten days later the abscess pointed and 
was drained. During the interval between the first 
and second injection of antistreptococcus serum, two 
ampoules of lantol were given intravenously. Every 
injection was followed by a distinct fall in the tem- 
perature and the pulse rate, and improvement in 
the quality of the pulse. James V. Riccr, M.D. 


NEWBORN 


Pouget and Houél: Immediate Correction of 
Cranial Depressions in the Newborn (Redresse- 
ment immédiate des enfoncements crdniens chez le 
nouveau-né). Bull. Soc. d’obst. et de gynéc. de Par., 
1923, Xii, 293. 

In three cases of very difficult labor a cranial 
depression occurring at delivery was corrected 
immediately. In the first case the depression oc- 
curred in the left parietal region. An incision was 
made over it and the bone raised by trephination 
and the introduction of a sound. 

In the two other cases the correction was made 
by means of a strong suture needle, such as is used 
in asymphysectomy. This was introduced tangen- 
tially through the sagittal suture and the bone, and 
employed as a lever. 

The three patients made an uneventful recovery. 

SALVATORE DI Parma, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Santaella, R. A.: Some Considerations upon Renal 
Vascularization (Algunas consideraciones sobre 
vascularizaci6n renal). Med. Ibera, 1923, vii, 21, 41. 


The author has studied the renal vascularization 
in forty cadavers. His findings he summarizes as 
follows: 

1. The renal arteries originate from the aorta in 
a zone between the body of the first lumbar vertebra 
and the suprajacent and subjacent intervertebral 
disks. The width varies from 1 to 10 cm. 

2. There is a collateral communication below the 
capsule and one branch of the spermatic arteries and 
another with the superior mesenteric arteries. 

3. The most frequent primary divisions are two 
anterior branches and one posterior branch. 

4. In general, the number of divisional arteries 
visible at dissection depends upon the size of the 
aperture of the hilum. 

5. The renal arteries are terminal in all their 
branches, there being no collateral communications 
between them. 

6. The incidence of arterial anomalies is about 
25 per cent. Anomalies in number are the most 
common, and of these the variety with two renal 
arteries is found most frequently. 

7. The inferior polar artery generally arises from 
the trunk of the anterior division, and the superior 
polar artery from the posterior trunk. 

8. The afferent branch to the glomerulus is 
twice the size of the efferent branch, a fact which 
explains its great importance in renal physiology. 

g. The straight arteries probably come from the 
glomerulus. 

10. The ischemic zone of Hyrt forms a septum 
which occupies the central region of the kidney, 
but does not completely separate the anterior and 
posterior regions of the convex border and of the 
poles. W. A. BRENNAN. 


Major, R. H.: The Influence of the Liver on 
Phenolsulphonephthalein Excretion. J. Am. 
M. Ass., 1923, Ixxxi, 1362. 


Animal experiments conducted for the purpose of 
determining the possible réle of the liver in influenc- 
ing the rate of phenolsulphonephthalein excretion 
showed that, while the average excretion of the dye- 
_ stuff following its intravenous, subcutaneous, or 
_ Intrapleural injection was about the same, it was 
greatly decreased after direct intrahepatic injection. 
The dyestuff is not delayed in the liver but is de- 
stroyed there. Its injection directly into the portal 
vein is followed by a low excretion or no excretion, 
_ whereas its injection into the vena cava is followed 
__ by a very high output. 


These experiments show that liver tissue has a 
marked affinity for phenolsulphonephthalein. When 
the dyestuff is injected subcutaneously or intra- 
venously, it probably passes largely through the 
kidneys and is excreted in the urine. If a consider- 
able portion in the blood stream passes through the 
liver, the latter may either hold it for several hours 
or destroy it, this explaining the marked diminution 
of the phenolsulphonephthalein output when no 
evidence of renal disease is demonstrable. 

Louis NEuWELT, M.D. 


Popescu-Inotesti, C.: A Test of Renal Function by 
a Combination of Alkalinization and the 
Phenolsulphonephthalein Test (Nierenfunk- 
tionspruefung durch Kombination von Alkalibe- 
lastung und Phenolsulfonephthaleinprobe). Zen- 
tralbl. f. inn. Med., 1923, xliv, 481. 


Rehn and Guenzburg recently suggested alkalini- 
zation and the use of indigo-carmine as a test of renal 
function. Instead of indigo-carmine, the author em- 
ployed phenolsulphonephthalein. On the basis of 
forty cases he comes to the following conclusions: 

The test is easily carried out and gives good results. 
In the normal person, the excretion of phenosul- 
phonephthalein after the administration of alkali 
begins in from seven to twelve minutes and con- 
tinues for from seven to thirteen hours. In renal in- 
sufficiency, it begins in from seven to twenty minutes 
and continues for from fifteen to forty-five hours. 

Wo .ucGemuTH (Z). 


Cassuto, A.: The Medical Treatment of Pyelitis 
(Su la terapia medica delle pieliti). Policlin., Rome, 
1923, XXx, sez. med., 413. 


Cassuto outlines a course of treatment for pyelitis 
which he considers better than the administration of 
urotropin. It consists in the subcutaneous or intra- 
muscular injection of graduated doses of neosalvar- 
san or sulfarsenol; he considers the latter much less 
toxic than the former. Beginning with an injection 
of 12 cgm., he increases each succeeding dose by 
12 cgm. until 48 cgm. are given at a time. This 
treatment brings about a diminution and eventually 
the cessation of all the symptoms and signs of 
pyelitis much more quickly than the administration 
of urotropin. James V. Ricct, M.D. 


Wehner, E.: The Surgical Treatment of Nephritis 
(Die chirurgische Behandlung der Nephritis). 
Zischr. f. urol. Chir., 1923, xii, 467. 


The author presents in brief a general review of 
the entire literature. Harrison (1896) was the first 
to resort to incision of the capsule in inflammations 
of the kidney, his theory being that the tension 
within the kidney is an important cause of the 
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disease. Edebohls in 1901 introduced decapsulation 
of the kidney. 

Experimentation has demonstrated that decap- 
sulation is followed by quick renal capsule regenera- 
tion, that the operation causes no morphologically 
visible injurious influence on the normal parenchyma 
of the kidney, and that no anastomosis worth 
mentioning takes place between the renal and 
perirenal blood vessels. 

Kuemmel designates nephritis apostematosa (sup- 
purative nephritis metastasizing by the blood 
stream) as a surgical condition. Usually it is uni- 
lateral. The operative procedure must be adapted 
to the requirements of the particular case. In cases 
of miliary abscesses, decapsulation is indicated, 
whereas in cases of large abscesses and those in 
which the renal pelvis is involved, nephrotomy is 
the procedure of choice. In extensive disease of 
the parenchyma, nephrectomy is necessary. 

The following four groups of acute diseases of the 
kidney have been treated surgically: (1) toxic 
nephrosis, (2) renal eclampsia, (3) acute nephrosis 
(acute glomerulo-nephritis following infectious dis- 
eases), and (4) acute glomerulo-nephritis. 

For toxic nephrosis Kuemmel recommends de- 
capsulation, but Pousson prefers nephrotomy. 
Klose has combined decapsulation and nephrotomy. 

With regard to the results of surgical treatment 
in eclampsia there is great diversity of opinion. 

In nephritis following scarlatina, Kuemmel, 
Schmidt, Hardings, and Vitanow found that de- 
capsulation was followed by the secretion of urine 
and the disappearance of the symptoms. 

Kuemmel, Volhard, Hirsch, and Eppinger recom- 
mend decapsulation also for cases of severe acute 
glomerulo-nephritis. 

In nephritis dolorosa and hematuric nephritis, 
both decapsulation and nephrotomy have given 
satisfactory results. 

The article is supplemented by a very full bibliog- 
raphy. LANGE (Z). 


Stuckey, L.: Hamatogenous Abscesses of the 
Kidney (Zur Kasuistik hematogener Nieren- 
abscesse). Westnik Chir. i pogran. oblastei, 1923, ii, 
85. 

After a detailed discussion of the 114 cases of 
hematogenous suppurative nephritis reported in the 
literature the author reports three of his own. Two 
of Stuckey’s patients were women and one was a 
man. In both women the abscess of the kidney 
developed after an abortion; in one, the pus focus 
was located in the lower pole of the left kidney and 
in the other the lower poles of both kidneys were 
involved. In the man the abscess was located in the 
upper pole of the right kidney beneath the dome of 
the diaphragm and the condition was complicated 
by pleurisy with effusion on the right side. 

All of the three cases were diagnosed, operated 
upon, and cured previous to the development of a 
paranephritis. The author favors operative inter- 
ference unconditionally. Buscu (Z). 
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Payr, E.: Operative Treatment—Ignipuncture— 
in Cases of Polycystic Degeneration of the 
Kidneys: Pathological and Clinical Observa- 
tions (Die operative Behandlung—Ignipunktur— 
mancher Faelle polycystischer Nierendegeneration: 
Bemerkungen zur Pathologie und Klinik). Zéschr. 
f. urol. Chir., 1923, xii, 254. 

Payr has never removed a cystic kidney surgically, 
He considers a nephrectomy justified only in cases 
of severe persistent hemorrhage. All cases in which 
there are no symptoms should be left alone. In a 
certain class of cases, however, there is repeated 
complaint of colic, pain, and hemorrhage, and in 
these, undoubtedly, palliative treatment is neces- 
sary. Such treatment must assure at least a tem- 
porary amelioration and must be relatively harm- 
less. In Payr’s opinion, ignipuncture meets these 
demands. 

In the cases reported the kidney was exposed 
and the small accessible cysts were punctured with a 
small-pointed galvanocautery point at white heat 
and the larger cysts opened crosswise or stripped of 
their coverings. Caution is necessary in the vicinity 
of the renal pelvis and the vascular pedicle. 

The effectiveness of these procedures depends 
upon a decrease in the intrarenal pressure; the in- 
tact parenchyma is spared and the venous conges- 
tion, which causes the hemorrhage, is relieved. 
Ignipuncture represents a sort of halfway measure 
between no treatment at all and a radical procedure, 
and makes it possible to control suitable cases for a 
year. GRAUHAN (Z). 


Rovsing, T.: The Diagnosis and Treatment of 
Kidney Stones Based upon Twenty-Nine 
Years’ Experience (Ueber Diagnose und Behand- 
lung der Nierensteine auf Grund 29-jaehriger Erfah- 
rungen). Ziéschr. f. urol. Chir., 1923, xii, 358. 


In twenty-nine years Rovsing has treated 716 
cases of kidney stone. He distinguishes between 
primary aseptic stones, stones which become infected, 
and stones formed as the result of infection. Of his 
403 cases of aseptic stone, 246 were operated upon. 
With regard to the etiology of these cases Rovsing 
states that he has noted that patients with so-called 
surgical nephrolithiasis seldom show symptoms of 
uric acid diathesis. An aseptic stone develops sud- 
denly and after its removal the kidney shows no 
tendency to form another. Rovsing believes that 
the condition may be the result of the gradual 
growth of an acid infarct of the newborn or over- 
saturation of the urine with uric or oxalic acid due to 
a temporary illness, especially an illness associated 
with fever. He has seen cases in which urate stones 
developed from dry diet treatment, and oxalate 
stones developed from the use of rhubarb root over a 
period of years. 

The congenital uric acid diathesis causes only 
gravel and small concretions which are passed with- 
out difficulty; the occasional appearance of pain and 
blood is often due to uratic nephritis and perine- 
phritis. The latter conditions the author has treated 
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very successfully by nephrolysis and releasing the 
kidney from the membrana propria. Occasionally 
4 uric acid diathesis may be unilateral, only one 
kidney passing gravel. 

Another diathesis, phosphaturia, which is readily 
recognized from the reaction of the urine and the 
white precipitate, is sometimes confused with the 
uric acid diathesis because it also makes its appear- 
ance With dysuria and gravel during conditions of 
periodical depression. Phosphaturia frequently 
causes the formation of large stones that become 
wedged in the ureter or develop into coral-shaped 
concretions in the pelvis. In four of Rovsing’s cases 
of nephrectomy for renal tuberculosis a phosphate 
stone formed in the other kidney and caused anuria. 
The greater number of phosphate stones, however, 
are due, not to a congenital diathesis, but to a tran- 
sitory accidental or artificial phosphaturia caused, 
in many instances, by routine treatment with alka- 
line mineral waters. Instead of dissolving, the renal 
stones become incrusted by layers of phosphates. 

There is also a triple phosphaturia caused by the 
alkaline decomposition of the urine due to infection, 
especially infection by the pyogenic streptococci; the 
nucleus may be organic material from the inflamed 
mucous membrane or a urate or oxalate stone. The 
author reports two cases of cystin stone. Removal 
of the large stones was followed by treatment with 
distilled water (1 to 2 liters a day). The patients are 
well nine and four years respectively after the 
operation. The first, a woman 32 years of age, had 
had a fixed, non-radiating pain since her twelfth 
year. There was no hematuria, but a large quantity 
of gravel was passed. The second patient was a 
girl 4 years of age who had had an attack of para- 
typhus in her second yeai and continued to discharge 
paratyphus bacilli in the urine. One small stone was 
passed. In both cases the diathesis was unilateral, 
the urine was acid, and the stones were coral- 
shaped. 

With regard to the diagnosis Rovsing discusses the 
numerous mistakes made in cases in which occa- 
sional or constant pain in the kidney, with or without 
bleeding, suggested nephrolithiasis. In this connec- 
tion he mentions: (1) uratic intoxication nephritis, 
which is characterized by the formation of connec- 
tive tissue and adhesions between the membrana 
propria and the perirenal fatty tissues and can be 
cured by nephrolysis; (2) partial hydronephrosis 
due to aberrant vessels; and (3) floating kidney with 
occasional kinking of the ureter. 

In the differential diagnosis between inflammation 
of the cecum and nephrolithiasis (attacks of colic 
with hematuria), a sign of importance is “‘ Rovsing’s 
sign,” viz., indirect pain in the cecum on compres- 
sion of the descending colon. 

The findings of roentgenography are often sur- 
prising. Rovsing has roentgenograms made of both 
kidneys and ureters and of the bladder as the condi- 
tion is often bilateral or, if unilateral, may be dis- 
covered on the opposite side from where it is be- 
lieved to be. In some cases the roentgen picture 
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may conceal stones or suggest them where they do 
not exist. Oxalate and calcium carbonate usually 
cast dense shadows, but even large stones of oxalate 
and calcium carbonate may fail to show in the roent- 
genogram. ‘Triple phosphate and pure uric acid 
are only faintly visible in the plates. In 316 
cases there were forty in which the roentgen ray 
did not reveal the stone found at operation, and 
six in which the size and number of the stones were 
erroneously indicated. Other shadow-casting bodies 
at the level of the kidney or ureter, particularly cal- 
cified lymph glands, may lead to a diagnosis of 
stone when they are associated with attacks of colic 
due to other conditions. This occurred in four of the 
author’s cases; in two, intermittent hydronephrosis, 
tuberculous peri-ureteritis, and pyonephrosis were 
found in addition to the calcified lymph glands. 
Particularly striking and difficult to explain is an 
occasional false shadow suggesting stone in granular 
nephritis with fibrous perinephritis. 

Of importance in the prognosis and treatment is 
the bacteriological examination of the urine taken 
under aseptic conditions from the bladder and ureter. 
In 276 cases the urine was sterile, and in 197 cases 
the usually benign colon bacillus was found. In 
nineteen of the latter the bacillus had disintegrated 
the stone and in thirteen had led to pseudo-mem- 
branous pyelitis with shell and gravel formation. 

As treatment the author recommends the drinking 
of 2 liters of distilled water daily. This is curative, 
however, only when the stones are small urate or 
oxalate stones not larger than a pea. Rovsing warns 
against the customary treatment with alkaline 
mineral waters. In infected cases without obstruc- 
tion the distilled water treatment is indicated to 
wash out the kidney and renal pelvis previous to 
operation. It is of value also after nephrolithotomy, 
especially in cases of uric acid diathesis. Cases of 
inoperable bilateral nephrolithiasis can be rendered 
operable by energetic water treatment. 

In 331 of 716 cases the water treatment was suffi- 
cient for a cure. In the remaining 385 cases opera- 
tion was necessary. There were forty-four deaths, a 
mortality of 11.4 per cent. Nephrolithotomy was 
performed in 256 cases, pyelolithotomy in eight, 
nephrectomy in seventy-six, and ureterolithotomy 
in forty-five. The respective mortality rates of these 
operations were 30, 0, 10, and 4 percent. The high 
death rate was due to the large number of cases in 
which the destruction of the kidney was advanced. 

In order to prevent renal hemorrhage following 
nephrolithotomy the author avoids the use of a sharp 
instrument. The stone or its presumed site is 
firmly grasped with the index finger and thumb of 
the left hand, and, through a small incision in the 
membrana propria, closed forceps are inserted 
directly against it, the opening is dilated with the 
forceps, and the stone freed from the tissues and 
drawn out. The wound in the kidney is then 
sutured with catgut. 

The author seldom performs pyelotomy. When 
the kidney tissue is greatly degenerated and reduced, 
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there is generally a coral-shaped stone which cannot 
be removed through a small slit in the pelvis or there 
is infection and an infected wound in the pelvis will 
lead to nephrectomy because of fistula formation. 
Therefore Rovsing performs this operation only in 
aseptic cases with a single round stone in the pelvis. 
In cases of ureteral stones the site of lodgement 
must be determined. When a stone juts out into 
the vesical ostium, it is generally possible to insert a 
sound beyond it and at the same time to dilate the 
papilla so that it may be drawn out. If the stone is 
at a higher site, the author brings the ureter outside 
the peritoneum through an incision from the erector 
around the anterosuperior iliac spine along the 
margin of the pelvis to the middle of Poupart’s 
ligament. The dilated ureter is easily found and is 
carefully freed to the point at which the stone is 
felt. If stones are present also in the kidney the 
stone in the ureter is pressed upward and removed 
with the others by nephrotomy; otherwise it is pressed 
to a favorable position, fixed with the left index 
finger and thumb, and released through a small 
longitudinal incision. A bougie is then run up and 
down the ureter to test its patency and the wound 
closed with a single row of extramucous sutures. 
The abdomen is closed around a cigarette drain. No 
catheter is employed. FRANK (Z). 


Ceccarelli, G.: The Importance of Vascular Neo- 
formations in Cases of Reno-Renal Suture 
(Sul?importanza delle neoformazioni vascolari in 
casi di sutura reno-renale). Arch. ital. di. chir., 
1923, Vii, 441. 

Experimental research to establish the functional 
and structural alterations undergone by the kidney 
consecutive to ligation of one or both blood vessels 
has acquired particular importance with the develop- 
ment of conservative renal surgery. The author 
reviews such experimental work and reports a num- 
ber of investigations of his own. 

In dogs, Ceccarelli created adhesions between the 
parenchyma of the two kidneys, then formed vas- 
cular connections between the two organs analogous 
to those produced by Lettieri between the kidney, 
liver, and spleen, and then, after adhesion had been 
obtained, attempted to determine what changes 
occurred in one kidney when the artery or the vein 
in the other was ligated and the circulation impeded. 
The findings of this investigation are summarized as 
follows: 

1. Union of the two kidneys within the peritoneal 
cavity can be established without great difficulty. 

2. The functional disturbances following this 
intervention are slight, and there is rapid and com- 
plete recovery from the lesions due to the suturing. 

3. When the kidneys are approximated by the 
bleeding surfaces a newly formed tissue arising from 
the fibrous capsule becomes interposed and rapidly 
separates them. 

4. Very important vascular connections are formed 
between the two kidneys, which supplement the 
adhesions formed in the peritoneal tissues; there- 


fore renal function can continue for some time after 
ligation of the entire vascular pedicle of one side. 
When the vessels and the ureter of one of the kid- 
neys is sectioned between two ligatures, a hydro- 
nephrosis of this side is formed. Very soon, how- 
ever, the functioning of the kidney ceases and the 
entire organ becomes cirrhotic. If in one of the su- 
tured kidneys both vessels are ligated, hydrone- 
phrosis does not develop after section of the ureter, 

5. In kidneys sutured together after the ligation 
of both vessels of one kidney profound alterations 
occur in the first kidney, but because of the develop- 
ment of an arterial collateral circulation sufficient to 
maintain renal function and nutrition, the animal 
survives. 

6. In kidneys sutured together, ligation of the 
vein on one part and successive ligation of the artery 
and vein on the opposite part cause a profound dis- 
turbance in the structure and function of the first 
kidney, but the animal may survive and recover. 

7. The kidney of the side in which both blood 
vessels are ligated is reduced to a fibrous nodule in 
the midst of which only rarely are found small and 
more or less well preserved zones of parenchyma. 
Because of the collateral circulation, this kidney, 
instead of rapidly becoming necrotic or completely 
calcified, undergoes a more or less slow process of 
cirrhosis by which, in time, it becomes changed to 
connective tissue. 

8. When both of the vessels of one side and, 
after a lapse of time, the artery of the opposite side 
are ligated in sutured kidneys, the animal may sur- 
vive. This would probably be true also if the vein 
were ligated. 

9. Animals with single blood vessels survive 
because of the development of collateral circulation 
sufficient to re-establish the functional equilibrium. 

W. A. BRENNAN. 


Billet, H., and Maisonnet, J.: Splanchnic Anzs- 
thesia in Nephrectomy (L’anesthésie des splanch- 
niques dans la néphrectomie). Bull. et mém. Soc. de 
chir. de Par., 1923, xlix, 155. 

The authors report in detail five successful cases 
of nephrectomy performed under splanchnic anas- 
thesia. There was no postoperative shock, the 
analgesia was complete, urine was voided promptly 
after the operation, and recovery was uncomplicated. 
Anesthesia was obtained by injecting 4o to 50 
c.cm. of 1 per cent novocaine into the splanchnic 
region, blocking the three lowest dorsal and the three 
upper lumbar nerves with 50 to 80 c.cm. of 14 per 
cent novocaine, and making a local injection of the 
anesthetic along the line of the incision. 

It is necessary to anesthetize the operative route, 
the kidney, the pedicle, and the adjacent layers. 
The renal parenchyma has few sensory nerves. 
Pain is easily elicited in the fibrous capsule and the 
mucous-lined renal cavities, and by traction on the 
pedicle. 

Billet and Laborde, by injecting 25 c.cm. of 
methylene blue in a certain area on the right side in 
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cadavers, infiltrated the perivertebral cellular tissue 
parallel with the kidney hilus, part of the perirenal 
cellular tissue, the upper pole of the kidney, the 
suprarenal capsule, the lower surface of Spiegel’s 
lobe, and in many cases even a portion of the 
diaphragm. Injections on the left side infiltrated 
the vertebral groove and usually the pancreas, and 
showed a tendency to follow the descending colon. 
Unilateral injections on either side infiltrated the 
splanchnic region and the solar plexus. 

The proper area for the injection is the fatty cellu- 
lar strip outside the lumbar column at the juncture 
of the lateral and anterior surfaces of the vertebral 
bodies, median to the kidney and the pedicle, in 
front of the psoas muscle, and behind the aorta on 
the left and the vena cava on the right. Even in 
thin persons this fatty bed is nearly 1 cm. thick. 

To make the injection, a Pauchet needle 12 cm. 
long is inserted 7 cm. from the median line on the 
extension of the inferior border of the twelfth rib as 
if to transverse the patient through and through 
from the side. The body of the vertebra should be 
reached before the needle has penetrated g cm. 
Usually a cartilage is encountered at a depth of 
about 5 cm. If bone is not reached at 9 cm., the 
needle is withdrawn and inclined a little more inward 
toward the vertebra. Then, after the bone has been 
found, it is slanted more forward and inserted fur- 
ther in contact with the bone. When this contact- 
grazing ceases at a depth of about 9 or 10 cm., the 
needle is inserted 3 or 4 mm. further with great 
caution. After a test has shown that the needle 
does not withdraw blood, 50 c.cm. of ‘2 per cent 
novocaine containing 1o drops of adrenalin are 


injected. The point of the needle is held perfectly 
immovable so as not to injure the great vessels. 
Anesthetization of the superficial layers is de- 
pendent upon perivertebral blocking of the twelfth 
dorsal and first and second lumbar nerves, an out- 
lining anesthesia of the upper end of the incision 
and possibly of its lower end, and local spreading 


infiltration of the line of incision. In anatomical 
studies Boppe found that the upper third of the 
nephrectomy incision, and especially the terminal 
zone, is innervated by fibers of the posterior perfo- 
rating branches of the tenth, ninth, and sometimes 
the eighth intercostal nerves. 

Chevassu employs local renal anesthesia only 
exceptionally, his reasons being as follows: 

1. As splanchnic anesthesia is still uncertain, it 
may be necessary to finish under general anesthesia 
an operation intended to be performed under local 
anesthesia. 

2. Local anesthesia is eliminated chiefly by the 
kidney. The relatively large dose necessary for 
renal anesthesia may become toxic and endanger 
the function of the remaining kidney. The literature 
records many deaths from splanchnic anaesthesia. 
Von Haberer has seen serious collapse. 

3. Injection of one side may infiltrate the entire 
solar plexus and exert a temporary effect on the 
good kidney. 
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4. In one case of death from splanchnic anes- 
thesia Heller found only a pricking of the adrenal. 
As a rule the adrenal is infiltrated and it is impos- 
sible to prevent puncture with certainty. 

5. Perinephritic sclerosis hinders local infiltration. 

6. When there is serious disturbance of renal 
function only an exploration, decapsulation, or 
incision for pyonephrosis is indicated. These opera- 
tions can be performed very quickly under general 
anesthesia induced with a weak dose (3 c.cm.) of 
ethyl chloride. Wa C. Burket, M.D. 


Jianu, A.: Postoperative Renal Hzmorrhage. 
Surg., Gynec. & Obst., 1923, xxxvii, 652. 

Following a review of the literature on the patho- 
genesis and treatment of hemorrhage following 
nephrotomy, the author states that secondary 
hemorrhage is due, in the main, to the cutting of 
intrarenal vessels and infection causing the breaking 
down of the renal suture and the detachment of the 
clot. To prevent it he recommends the use of 
several V-shaped sutures including the capsule 
externally and the wall of the pelvis internally. 
These should be placed in two separate series, one 
on each side of the nephrotomy wound, close to its 
edges and parallel with them. The divided kidney 
tissues should then be approximated in the usual 
manner and fixed by two or more sutures to the 
abdominal wall. The freedom from hemorrhage 
more than compensates for the loss of a small 
amount of kidney tissue due to compression. 

The results in a small series of cases have been 
very satisfactory. Joun G. CueetHam, M.D. 


BLADDER, URETHRA, AND PENIS 


Lusena, G.: Myoplastic Operations in the Treat- 
ment of Urinary Incontinence in the Female 
(Le operazioni mioplastiche nella cura dell’incon- 
tinenza d’urina nella donna). Arch. ital. di chir., 
vii, 388. 

The Wertheim-Schauta operation and the Solms 
round ligament plastic have been discarded. The 
first could be applied only in the cases of women 
who had reached the menopause and were free from 
morbid processes of the uterus. The Solms method is 
easily executed, but does not give solidarity. The 
Franz operation can be done only if the fascia of 
the levator ani is strong (which is not always the case 
in multiparous women) and when joined is able to re- 
sist the pressure from above. 

For the treatment of a case which he reports the 
author devised a new method of myoplasty which 
he claims is very simple and much less traumatizing 
than other methods. The technique is as follows: 

Longitudinal incisions are made on the anterior 
vaginal wall, two vaginal strips are dissected, and 
the urethra is dissected as far as the neck of the 
bladder. The skin of the thighs is then incised for 
about 15 cm. over the tendon of the gracilis muscle, 
beginning at its pubic insertion, the gracilis muscle 
is exposed, followed to its insertion, separated from 
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its fascia, and sectioned distally at about 12 cm. 
from its insertion, being left attached to the pubes 
by its tendon. The two muscle strips are drawn 
through the incisions in the vaginal wall and sutured 
together so as to raise the neck of the bladder as 
much as possible. The muscle strips are then covered 
with skin strips taken from the region and all wounds 
are closed. 

This operation proved simple and quick and was 
followed by a smooth convalescence. Shortly after 
the patient left the hospital she was able to retain 
urine for three hours. 

Detachment of the muscle strips from the gracilis 
is a much less serious operation than removal of the 
anterior aponeurosis of the rectus muscle. The 
nerves are sectioned, but the nutrition of the strips 
is not disturbed. 

The gradual rather than immediate return to nor- 
mal continence noted by the author was observed also 
by Stoeckel. The reason must be sought in the re- 
duction of bladder capacity and the necessity for 
frequent evacuation. With continence, the bladder 
gradually reacquires its normal distensibility, the 
intervals between evacuations then becoming longer. 

W. A. BRENNAN. 


Johnson, F. P.: Diverticula and Cysts of the 
Urethra. J. Urol., 1923, x, 295. 


Urethral cysts are congenital or acquired. Accord- 
ing to Watt, the acquired cysts are due to dilatation 
of the urethra from urethral obstruction by a 
calculus or stricture, perforation of the urethra, or 
abscesses or cysts rupturing into the urethra. With 
regard to the origin of congenital cysts Johnson 
states that in microscopical studies of the fetus, 
he found the diverticulum or cyst in one case to be 
a proliferative growth of the cells on the under- 
surface of the urethra. In two other cases the 
origin was a dilatation of the ducts of Cowper’s 
glands. 

Johnson reports an interesting case of a cyst 
of the duct of Cowper’s gland, the largest of the 
kind on record. The patient, a 22-year-old negro 
laborer, presented himself with an _ intrascrotal 
tumor the size of a grape-fruit, which was fluctuant 
but not light transmitting. The testicles were of 
normal size, easily palpable and found on either side 
of the cystic mass, slightly above the midline. The 
urine was uninfected, and the physical examination 
negative. The tumor had begun its growth in early 
childhood. 

In the excision of the growth both sacs of the 
tunica vaginalis testis, which were closely adherent 
to the cyst, were found to end in a small pedicle 
extending into the posterior part of the bulbus 
urethre, behind the curvature and to the left of the 
midline. The conclusion was drawn that the tumor 
had its origin in the duct of Cowper’s gland on the 
left side. 

' The patient was discharged from the hospital as 
cured thirteen days after the operation. 

GILBERT J. THomas, M.D. 
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GENITAL ORGANS 


Southam, A. H., and Linell, E. A.: The Pathology 
of Neoplasms of the Testis. Brit. J. Surg.. 1923, 
“xi, 223. 

Of forty-five testicular neoplasms, seven occurred 
in imperfectly descended testes. One case of malig- 
nancy is found in every 1,500 admissions to the male 
surgical service. In malignancy, trauma appears to 
be of importance. The undescended testis, which is 
atrophic and poorly developed, exhibits well-marked 
pathologic changes and is therefore predisposed to 
malignancy. 

A tumor showing macroscopically multiple cysts 
separated by fibrous tissue is probably a teratoma, 
especially if normal gland tissue is found spread over 
or at one pole of the cystic area. An encephaloid 
tumor suggests a spermatocytoma. Sarcoma appears 
as a firm, homogeneous, solid growth with localized 
hemorrhagic extravasation. 

The benign tumors of the testis are teratoma and 
mixed-cell tumors. The malignant tumors are carci- 
noma, including spheroidal-cell carcinoma, sper- 
matocytoma, and chorion epithelioma, and sarcoma. 

The most common malignant tumor, the sperma- 
tocytoma, arises in the germinal epithelium. Sarco- 
ma is extremely rare, most of the growths so called 
being definitely epithelial in type and more correctly 
classified with spermatocytoma. True carcinoma of 
the spheroidal-cell type is frequently found in the 
testis; it probably arises from malignant metaplasia 
of the epiblastic or hypoblastic cell elements of a 
teratoma. Teratoma, although histologically benign, 
may form metastases, and is extremely liable to 
malignant change. All testicular tumors are poten- 
tially malignant and therefore should be surgically 
removed. Louis NeuwE t, M.D. 


Kretschmer, H. L., and Alexander, J. C.: The 
Surgical Pathology of Acute and Chronic 
Epididymitis. J. Urol., 1923, x, 335. 


While the surgical treatment of acute epididymitis 
dates back seventy years, very little has been re- 
ported concerning the surgical pathology of this or 
the chronic condition. 

The authors’ forty cases were treated by local 
applications of large hot wet dressings, rest in bed, 
support of the scrotum, and hot sitz baths, but 
operation was performed immediately if fluctuation 
was noted. Chronic cases were operated upon if the 
pain persisted and the epididymis remained tender 
and hard. 

Of the twenty-six cases of acute epididymitis, 
twenty-four were due to gonorrhoea, one was caused 
by trauma, and one was the result of daily cathe- 
terization in a case of tabes. The histological picture 
was the same in all. In very severe cases the 
scrotum was red and swollen. In twenty-one cases 
fluid was present. Fibrinous exudate was found in 
eighteen cases, and gonoccoci were isolated in 
several. In some instances the space between the 
layers of the tunica vaginalis was obliterated. In 
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ten cases pus was found in the tail of the epididymis. 
In twenty-two, the cord was thickened. 

A leucocytic invasion was demonstrated in both 
the interstitial tissue and the tubules. In eighteen 
of the twenty-nine epididymes (three bilateral cases) 
fibroblasts were present, and in sixteen cases there 
was hyaline degeneration. All of the cases showed 
cedema of the fibrous connective tissue, and some of 
them an excessive deposit of fibrin. Engorged new 
capillaries and enlarged blood vessels were found. 
In certain areas diapedesis had occurred. 

Abscesses involving the tubules and intertubular 
tissue were composed of polymorphonuclear leuco- 
cytes or lymphocytes, or both. Very few tubules 
were normal; the others showed changes ranging 
from a slight oedema to complete destruction. In 
twenty-seven epididymes leucocytes and plasma 
cells were found. Many tubules were closed by 
cedema or plugs of leucocytes. Peritubular collec- 
tions of leucocytes were discovered in nineteen cases. 
A few cases showed an increase in the evsinophiles 
in the blood and later in the sections. In one case of 
traumatic epididymitis the tubules were fairly 
normal. 

In the eleven cases of chronic epididymitis, in 
which the duration of the condition ranged from six 
months to sixteen years, treatment was sought be- 
cause of pain. In four of the nine which were not 
due to gonorrhoea the condition was associated with 
chronic pyelitis and cystitis, in one with cystitis 
following prostatectomy, in one with carcinoma of 
the prostate, and in one with chronic prostatitis 
and seminal vesiculitis. 


The predominating feature was the proliferation 


of the fibrous connective tissue. Often this was 
associated with oedema. The walls of the blood 
vessels were thickened. In eight cases engorgement 
was noted. Abscesses in the intertubular tissue were 
found in six cases and minute abscesses of the tubu- 
lar walls and epithelium in eight cases. Lymphocytes 
predominated. Fibrin was deposited to a marked 
extent in five cases. Peritubular collections of leu- 
cocytes were present in only six cases. 

The tubules showed various conditions including 
oedema and degeneration, a change in the epithe- 
lium, and a thickening and fibrosis of the tubular 
walls. Some of the tubules were open while others 
were closed by the contraction of the walls, ceedema, 
or plugs of leucocytes and débris. Practically all 
showed irreparable damage. 

There was no apparant histological difference 
between the chronic non-venereal cases and those of 
gonorrhoeal origin. D. M.D. 


Dillon, J. R., and Blaisdell, F. E.: Surgical Pa- 
thology of the Seminal Vesicles. J. Urol., 1923, 
X, 353- 


Lloyd in 1889 reported that he had drained the 
seminal vesicles through a perineal incision. He 
compared inflammation of the seminal vesicles to 
inflammation of the fallopian tubes. Robinson in 
1892 contrasted the healthy semen sacs of the lower 
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animals to the diseased seminal vesicles which he 
found in dissecting the human subject. In 1904 
Fuller called attention to chronic suppuration in 
relation to systemic symptoms. 

The authors have divided the macroscopic 
changes into two types, viz., those which involve the 
intrinsic structures and those which involve the 
extrinsic processes. The indications for operation 
are as follows: 

1. Cases in which there is stenosis of the ejacula- 
tory ducts or pressure on the ducts by an enlarged 
prostate and the vesicles are large, thin walled, 
and cystic. 

2. Cases which, in additon to the changes men- 
tioned, show extrinsic changes ranging from oedema 
of the perivesicular tissues to dense scar tissue. 

3. Cases in which only the intrinsic structures 
are involved and the vesicles are thickened, have 
very little secreting capacity, and are easily separ- 
ated from the surrounding tissues. Excision of the 
vesicles is indicated. 

4. Cases showing the last stages of inflammation. 
The vesicles are thickened as in Group 3, and in 
some instances an atrophic band enclosed in dense 
scar tissue is present. The bladder, peritoneum, 
ureters, and vasa are pulled into closer relationship. 
Dissection of the vesicles is difficult. The same 
vesicle may contain any of the intrinsic changes 
mentioned and those of the third type proximal to 
the ejaculatory ducts. In the author’s cases drain- 
age gave very poor results. 

In the majority of the cases no spermatozoa were 
found. Thickening and stiffening of a vesicle and 
absence ol gelatinous secretion after massage indicate 
a pathological lesion. A perivesiculitis may persist 
after a vesiculitis has healed. If the perivesiculitis 
has not reached the stage of fibrosis and the vesicles 
can be stripped, non-operative treatment usually 
gives good results. 

In the first two groups, microscopic examination 
shows the secreting folds flattened or shortened and 
the lumen filled with a cellular secretion. The 
columnar epithelium is flattened. In the hydro- 
spermatocystic type the secreting folds show in 
places a fibrous thickening. The lumen is filled with 
a cellular and vacuolated secretion attached by 
indefinite fibrils. Round-cell infiltration may be 
present. 

In the non-cystic types there is a round-cell in- 
filtration of the mucous folds with loss of epithelium 
and the formation o. granulation tissue at their 
extremities. These may join and shut off the under- 
lying recesses. Fibrous thickening in the walls may 
be found, and there may be infiltration by round and 
plasma cells and fibroblasts. The capillaries are di- 
lated and engorged and a hemorrhagic exudate may 
be present. The same vesicle may vary from nearly 
normal lobules to lobules obliterated by fibrosis and 
compression. 

The danger of the formation of adhesions from 
infection, trauma, hemorrhage, and epididymitis 
following vasotomy or dilatation of the ejaculatory 
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ducts should be borne in mind in selecting cases for 
treatment. Operation has often improved the sexual 
capacity. 

In conclusion the authors bring out the following 
important points: 

1. The signs and symptoms of vesiculitis and 
perivesiculitis should be more carefully studied so 
that they may be of aid in the selected treatment. 

2. Vasotomy and dilatation of the ejaculatory 
ducts are important aids in carefully selected cases. 

3. In operative cases vesiculectomy is to be pre- 
ferred to vesiculotomy because of the impossibility 
of draining all of the infected recesses. 

Craupe D. Pickrett, M.D. 


Macht, D. I., and Teagarden, E. J., Jr.: Rejuvena- 
tion Experiments with Vas Ligation in Rats. 
J. Urol., 1923, x, 407. 

In a series of senile rats, vas ligation caused little 
or no change in cerebrospinal activity or weight, 
but was followed by a definite, though transient, 
improvement in muscular codrdination, muscular 
efficiency, and general appearance. These experi- 
ments were checked by a control series. In the 
authors’ opinion, the results seemed to warrant 
further investigation of the subject. 

Joun G. Cueetuam, M.D. 


MISCELLANEOUS 


Barney, J. D.: The Urological Aspects of Hamo- 
philia. Boston M. & S. J., 1923, clxxxix, 486. 


The author reports a case of hematuria accom- 
panied by a perirenal hematoma in a hemophiliac 
and abstracts the histories of seven cases of hamo- 
philia with definite urinary tract symptoms ob- 
served at the Massachusetts General Hospital. 

Barney’s case was that of a man who entered 
the Massachusetts General Hospital for the treat- 
ment of hematuria in 1912, again in rg1g, and again 
in March rg2r. At one time the bleeding became so 
severe that it was necessary to open the bladder to 
remove the blood clots. Later, a tumor, probably 
a perirenal hematoma, developed around the left 
kidney. 

As far back as the records are of value, only forty- 
two cases have been admitted to the Massachusetts 
General Hospital for hemophilia. All of the subjects 
were males. Seven gave a definite history of urinary 
trouble or had symptoms referable to the urinary 
tract. The condition occurred between the fifteenth 
and fiftieth years of life, but its incidence was 
highest during early adult life. 

A review of the literature revealed few reports 
of hemophiliacs with urinary symptoms. Perirenal 
hematoma is mentioned more often than hematuria. 
One writer gives the symptoms as sudden severe 
pain in the kidney region which is colicky and inter- 
mittent or continuous; vomiting (not uncommon); 
fever; pressure coming on gradually and possibly 
causing uremia because of its effect on the kidneys; 
and sometimes tumor. Another writer comments 
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on the absence of hematuria with perirenal haema- 
toma. 

The differential diagnosis may be difficult. Opera- 
tive interference is rarely necessary. The services 
of a practitioner who is acquainted with the pathol- 
ogy of the blood should be secured as soon as possible. 

GILBERT J. Tuomas, M.D. 


Pelouze, P. S., Loux, H. R., Scott, G. O., and Others: 
A Symposium on the Treatment of Gonorrhea. 
Therap. Gaz., 1923, 3 S. XXXix, 685. 


PELoUzE emphasizes the importance of use of 
solutions of the proper strength and the utmost 
gentleness in their application. The intra-urethral 
pressure should never be much greater than that 
during urination. Great pressure will spread the 
disease and cause complications. 

If only the anterior urethra is infected the pos- 
terior urethra should not be treated. 

Involvement of the posterior urethra is often 
without marked subjective symptoms and therefore 
may easily escape notice unless it is watched for 
very carefully. 

During an acute posterior urethritis local treat- 
ment should be stopped. 

Instruments and catheters should be passed into 
the acutely inflamed urethra only for the relief of 
acute retention of urine. As long as the gonococcus 
is present they have a place in the treatment of this 
disease only in the very occasional case of old, 
sluggish gonorrhoea in which they are used to cause 
a more acute condition and thereby stimulate the 
tissue reaction. 

After the gonococci have disappeared, sounds or 
dilators are employed to break up and cause the 
resorption of urethral exudates in order to prevent 
stricture formation. They should be passed before 
the patient is discharged as cured, as they may serve 
to bring to light a latent gonococcal focus that would 
otherwise be overlooked. 

No case of posterior gonorrhoea should be pro- 
nounced cured until it is proved that the prostate 
does not harbor the gonococcus. 

Massage of the inflamed prostate is apt to cause 
abscesses and leave a permanently damaged, pus- 
producing gland. 

Massage of a prostate which still harbors the 
gonococcus will almost invariably be followed by a 
recrudescence of the urethral discharge containing 
the gonococcus. 

The patient should refrain from sexual intercourse 
without the use of a condom for three months. 

Lovux draws the following conclusions as to the 
prophylaxis and treatment of acute gonorrhceal 
infection: 

1. Prevention rather than treatment is the key- 
note to the problem. This necessitates the establish- 
ment of prophylactic stations in the various central 
zones of cities. 

2. Early general treatment shortens the period 
of the attack, lessens its severity, and prevents 
complications. 
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3. Of the drugs for internal administration, alka- 
line diuretics are the most important. The patient 
should be given also large quantities of water. 

4. Local treatment in the form of irrigations 
should not be resorted to until about seventy-two 
hours after the onset of the acute attack. At first, 
the anterior urethra should be irrigated, and in the 
stage of decline, the posterior urethra. The chief 
effects of the local treatment are the inhibition of 
the organisms and the flushing out of the urethra. 

Scott and PEARSON use the following method 
in determining a cure in cases of gonorrheea: 

If the clinical signs remain absent, the patient 
is allowed a week’s rest from treatment and is 
directed to present himself for examination in the 
morning, before he has emptied his bladder of the 
night collection of urine. A smear is made of any 
urethral secretions present, stained by Gram’s 
method, and examined for the gonococcus. 

The urine in two glasses is examined macro- 
scopically. If it is clear and free from shreds it is 
centrifugalized and smears are made from the sedi- 
ment. The smears are stained with methylene blue 
and Gram’s stain. The prostate, vesicles, and Cow- 
per's glands are massaged and smears of the secre- 
tion are stained with methylene blue. 

The anterior urethra is examined with the ure- 
throscope to ascertain the condition of the mucous 
membrane and whether folliculitis is present or not. 

Cultures are made from the urethral secretions, 
the material expressed from the prostate and vesicles, 
and the urine. A specimen of blood is taken for a 
gonorrhceal complement-fixation test. 

If all examinations prove negative, the patient is 
instructed to live his ordinary life, but to avoid 
alcohol and s:xual intercourse. 

At the end of three weeks he again presents him- 
' self in the morning before emptying his bladder. 
The urethra is gently milked and at least two smears 
are made of any secretion expressed. Cultures are 
made whenever smears are taken. The urine is then 
passed into two glasses and the bladder filled with 
warm boric solution. The prostate, vesicles, and 
Cowper’s glands are thoroughly massaged, and at 
least two smears are made from the expressed 
secretion. The bladder is emptied into a third glass, 
and the anterior urethra is examined with the ure- 
throscope or stretched by a dilator or a large sound. 
When a sound is used the urethra is gently massaged 
against it. The patient is then given an intra- 
muscular injection of three million killed gonococci, 
and if the previous complement-fixation test was 
positive a specimen of blood is taken for a second 
test. The patient is told to report again the following 
morning before he has passed his urine. 
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In the study of the urethral smears one slide is 
stained with methylene blue. If no pus or organ- 
isms are present, the second slide is discarded. If 
either pus or organisms are found, the second slide is 
stained with Gram’s stain and a careful search is 
made for Gram-negative diplococci. 

If the three samples of urine are macroscopically 
free from haziness, mucous cloud, shreds, and fila- 
ments, they are discarded. When any specimen is 
not perfectly clear it is centrifugalized and two 
smears are made from the sediment. In making 
these smears it has been found technically easier 
to use a fine pipette than a platinum loop. The 
smears are subjected to the same staining pro- 
cedures as the urethral smears. 

One prostato-vesicular smear is stained with 
methylene blue and examined for pus and organisms. 
If there are more than two pus cells per field, the 
prostate is still infected and requires further treat- 
ment, even though the gonococcus may not be the 
infecting organism. If organisms are found, the 
second smear is stained with Gram’s stain and a 
search is made for Gram-negative diplococci. 

On the second day smears are made from any 
urethral secretions present and from the centri- 
fugalized urine, and examined as before. A second 
intramuscular injection of five million killed gon- 
ococci is then given. 

Urinary and urethral smears are made on the 
third and fourth days. 

On the fifth day, urinary, urethral, and prostato- 
vesicular smears are made. A urethroscopic examina- 
tion is made or the canal dilated with a large sound 
or a dilator, and the urethra and bladder are irrigated 
with a 1:10,000 solution of silver nitrate. 

Urinary and urethral smears are made on the 
sixth day. 

If all tests are negative for the gonococcus, the 
patient may be considered non-infectious. 

If the second complement-fixation reaction is 
positive, the entire examination is repeated a month 
or six weeks later. 

Roth finds no fixed rule for the treatment of acute 
gonorrhoea in the male. In acute anterior gonor- 
rhoea, hot sitz baths combat the anterior urethritis 
and often prevent its extension into the posterior 
urethra. Gentleness as regards the use of non- 
irritating solutions and irrigations and the frequency 
of treatment is essential. A 1:5,000 solution of 
acriflavine is best for irrigations and a 1:8,000 
solution for urethral injections. 

Local treatment aggravates acute posterior com- 
plications. 

The most conservative treatment for epididymitis 
is epididymotomy. Louis Gross, M.D. 
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CONDITIONS, OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Dawson, J. W., and Struthers, J. W.: Generalized 
Osteitis Fibrosa with a Parathyroid Tumor 
and Metastatic Calcification; Including a 
Critical Discussion of the Pathological Pro- 
cesses Underlying Osseous Dystrophies. Edin- 
burgh M. J., 1923, N.S. XXX, 421. 


The authors describe the clinical picture of a case 
of generalized osteitis fibrosa associated with a 
parathyroid tumor and multiple calcareous deposits, 
comparing the underlying process in this condition 
with other bone dystrophies. 

The histologic development as shown in their 
cases begins with an irregular erosion of the haver- 
sian spaces by halisteresis. ‘The endosteal cells and 
proliferated endothelial cells fuse to form giant 
osteoclasts which actively resorb the old bone by 
lacunar erosion. The large irregular spaces ulti- 
mately formed by this erosion are filled by a 
capillary and cellular network which proliferates 
until the entire bone with the exception of small 
isolated islets has become replaced by fibrous and 
vascular tissue. The bone marrow also undergoes 
fibrous and vascular tissue substitution. 

When the entire bone has become removed by 
fibrous tissue substitution new bone is laid down by 
metaplasia. The connecting tissue cells are trans- 
formed into bone cells and their fibrils into osseo- 
mucin tissue, this process progressing until the bone 
has become replaced by a wide-meshed network of 
osseo-mucinic tissue in the spaces of which the 
original vascular connective tissue can be seen. 
On the borders of this bone the connective tissue 
cells line up and form an epithelial layer of osteo- 
blasts which lay down new bone by apposition. 
These areas gradually become ossified and an 
entirely new irregular haversian system showing 
osteoblastic and osteoclastic activity is formed. 

Hemorrhages result from rupture of capillary 
loops due to slight injury and the hemorrhagic 
areas may become surrounded by groups of giant 
cells and cell proliferation which make them prac- 
tically indistinguishable from the so-called myeloid 
sarcomata. Small cysts may arise as the result of 
circulatory disturbances or retraction of the fibrous 
or osseo-mucinic tissue. 

In the case reported the parathyroid glands were 
normal. The tumor, however, was diagnosed as a 
simple papillary adenoma composed of modified 
‘principal cells.” The calcareous deposits occurred 
in those areas in which the tissue reaction was quite 
alkaline—the lungs, stomach, and kidneys—and 
was due probably to the precipitation of calcium in 
a body fluid too alkaline to hold it in solution. 
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The fundamental histologic changes of generalized 
osteitis fibrosa are: (1) bone removal by halis- 
teresis; lacunar erosion; and resorption about capil- 
lary loops, i. e. vascularization, (2) fibrous tissue 
substitution by reversion of the cells of the haversian 
system, endosteum, and bone cells to a mesenchyme 
type, (3) new bone formation by metaplasia and 
apposition. 

The course of the disease is not uniform and pro- 
gressive. Remissions may occur, these accounting 
for the variations in the histological picture. 

Rickets, osteomalacia, osteitis deformans, and 
osteitis fibrosa have in common a_ disturbance 
between bone resorption and apposition associated 
with a dystrophic process. In rickets there is an 
irregular and exaggerated cartilage formation, the 
mesenchyme cells differentiate into fibroblasts 
instead of osteoblasts and osteoclasts, and form 
osteoid tissue which is later removed by thrypsis, 
a process allied to halisteresis. In osteomalacia 
there is removal of the lime salts with resorption of 
the decalcified tissue followed by apposition of 
osteoid tissue. In osteitis deformans the picture is 
much the same as that of osteitis fibrosa except for 
the presence in the latter of giant-cell areas and 
cysts which the authors believe are end-stages in 
the process and due to the greater tissue reaction. 
Leontiasis ossea is regarded as a similar process 
limited to the face. 

Localized osteitis fibrosa presents no histological 
differences from the generalized condition, and has 
a picture strikingly like that long designated as 
“myeloma,” “myeloid sarcoma,” or ‘“giant-cell 
sarcoma.” In spite of morphological resemblances 
the authors believe that there are solid and cystic 
lesions due to neoplastic conditions which are 
distinct from dystrophic processes which they re- 
semble. They suggest that the nomenclature of 
bone tumors be revised, that “sarcoma” be applied 
only to those malignant osteogenic sarcomata of 
central or periosteal origin, and that benign bone tu- 
mors be known as “benign giant-cell tumors” as sug- 
gested by Ewing. 

The authors assume that the changes found in 
osteitis fibrosa are due to the action of some un- 
known causal factor (toxic-infective) exerted pri- 
marily on the bone cells which causes them to lose 
the control over calcium metabolism given them by 
the parathyroid hormone. M. L. Mason, M.D. 


Bloodgood, J. C.: Bone Tumors, Benign Bone 
Cysts Due to Central Osteitis Fibrosa of the 
Unhealed Latent Type. J. Radiol., 1923, iv, 345: 


On the basis of a study of 100 cases of bone cysts 
Bloodgood draws conclusions particularly with re- 
gard to the diagnosis and treatment. With regard 
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to the etiology he offers no new theory, stating only 
that clinically the condition is a benign lesion, and 
pathologically is a form of chronic inflammation. 

He divides the cases clinically into three groups. 
Group 1 are those of patients under 15 years of age 
with a pathological fracture in the shaft of a long 
bone at the site of a cyst. The treatment in these 
should be non-operative and should be followed by 
X-ray observation at short intervals. The rapidity 
of complete ossification in the ordinary bone cyst 
after fracture is dependent upon the extent of the 
fracture and the amount of comminution. 

The second group of cases are those in which the 
cyst is found accidentally or during X-ray study 
for trauma, pain, or swelling. If subsequent X-ray 
examinations show slow or imperfect ossification 
in this group, a bone-crushing operation with exci- 
sion of the cyst wall is indicated. 

Group 3 are the cases of patients over 15 years of 
age in whom other central bone lesions cannot be 
excluded. If fracture occurs, operation should not be 
performed unless it is indicated by subsequent X-ray 
study; if fracture does not occur, an exploratory 
operation should be done and suitable treatment 
given according to the pathology found. 

Bloodgood emphasizes the point that in cases of 
bone cyst the most complete healing results in the 
shortest time following a comminuted fracture, 
spontaneous or operative (crushing of the bone shell). 
He reports six cases. CHESTER C. SCHNEIDER, M.D. 


Tavernier: Late Recurrent Osteosarcoma; Radio- 
therapy; Secondary Excision of the Tumor 
Which Appeared To Have Been Sterilized 
(Récidive tardive d’un ostéosarcoma; traitement 
radiothérapique; ablation secondaire de la tumeur, 
qui semble avoir été stérilisée). Lyon chir., 1923, xx, 

The patient, a man 66 years of age, was operated 
upon early in 1916 for the removal of a painful 
tumor of the right arm. In December, 1916, the 
upper end of the right arm showed a fusiform swelling 
which pushed back the vessels and appeared to 
infiltrate the operative scar. The X-ray revealed 
erosion of the humerus at the juncture of the epi- 
physis and the diaphysis. At operation the right 
shoulder was disarticulated. Pathologically the tu- 
mor was a periosteal osteosarcoma of the humerus. 

The patient’s condition remained excellent until 
the end of 1922 when a hard, movable tumor the 
size of a large nut appeared on the anterior thoracic 
wall near the disarticulation scar. Over it was an 
abundant superficial venous circulation. The pain 
was rather intense. The tumor mass was distinctly 
visible in the X-ray plate. Radiotherapy in April 
and May, 1917, relieved the pain, caused the dis- 
appearance of the collateral circulation, and de- 
creased the size of the tumor by two-thirds. Ten 
additional treatments given in July and seven in 

September and October caused no noticeable change. 

In December, when the patient finally consented 
to operation, the tumor was removed with a wide 


margin and both pectoral muscles. It was found 
to be formed throughout by a fatty mass with fibrous 
prolongations and to show not the least sign of 
sarcomatous tissue. Although there had been no 
histological study of the recurrence before radiation, 
the original growth had been so studied. In the 
author’s opinion the recurrence was destroyed by 
the radiotherapy. 

This case is noteworthy also because the patient 
has survived six years since excision of the periosteal 
sarcoma. Another of the author’s patients who had 
this condition is living four years after operation. 
In thirty-two surgically treated cases reviewed by 
Kocher in 1906 there were four three-year survivals. 
Altschul in 1910 found none in twenty-three cases. 
Meyerding reported survival of more than three 
years in 22 per cent of the cases he reviewed. Of 
454 patients whose case reports were collected by 
Codman only four were well at the end of five years. 

Wa ter C. Burket, M.D. 


Mueller, W.: The Effect of the Roentgen Rays on 
the Bones (Der Einfluss der Roentgenstrahlen auf 
den Knochen). Muenchen. med. Wchnschr., 1923, \xx, 
980. 


The effect of the roentgen ray is exerted chiefly 
on cells undergoing mitosis. Therefore in finished 
bone no effect is to be expected even following in- 
tense application of the rays, but in the epiphyseal 
lines, in which the cells are in active mitosis, the 
effect is marked. Great sensibility to the rays in 
cartilaginous zones of growth has been demon- 
strated experimentally. 

It has been assumed that the rays exert a stimu- 
lating or an inhibiting effect according to their 
strength. The growth-inhibiting effect has been 
demonstrated by numerous experiments (Perthes, 
Recumier, Iseliner, Dieterle, Foesterling, Segale, and 
Krukenberg). The growth-inhibiting influence of 
large doses cannot be doubted, but to date a growth- 
stimulating effect has not been demonstrated in 
normal and growing bones, even though it is pos- 
sible theoretically. 

With regard to the effect of the roentgen rays on 
bone regeneration (fractures), opinions differ. Sal- 
vetti, Cluzet, and Dubrenil reported an inhibiting 
action on callus formation. From a number of 
experiments on rabbits the author concluded that 
there was little appreciable difference between rayed 
and unrayed bone, and that, if anything, the picture 
suggested an inhibition of regeneration even when 
small doses were used. VorscHUETZ (Z). 


Pitzen, P.: So-Called Obstetrical Paralysis of the 
Arm (Ueber die so-genannte Entbindungslaeh- 
mung des Armes). Ziéschr. f. orthop. Chir., 1923, 
xliii, 230. 

Since the time of Duchenne and Erb, the term 
“obstetrical paralysis” has been applied to paralysis 
caused by injury during labor to those muscles 
which, according to the view of Erb, are electrically 
excitable, viz., the deltoid, biceps, internal brachial, 
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infraspinatus, teres minor, and supinator longus and 
brevis. The arm hangs loosely at the side and is 
inwardly rotated at the shoulder joint, the forearm 
is extended at the elbow, and the hand is pronated. 
Atrophy occurs, but disturbances of sensation are 
rare. 

The same position of the arm may result also 
from other causes such as congenital luxation or 
subluxation or injury to the capsule of the shoulder 
during birth. Injury to the joint capsule may cause 
distortion or effusion, or may be associated with 
separation of the epiphysis. Traumatic effusion 
may lead to a secondary luxation or subluxation 
following relaxation of the joint capsule. 

Kuestner has demonstrated that primary trau- 
matic luxation of the shoulder causing separation 
of the head from the articular surfaces of the shoulder 
blade as the result of a tear in the capsule does not 
occur at birth. The force necessary is so great that 
it would lead to a separation of the epiphysis or a 
fracture of the shaft. Separation of the epiphysis 
without dislocation or a large periosteal tear with 
extensive separation of the periosteum permitting 
abnormal mobility near the joint or dislocation 
cannot be diagnosed in the newborn; the only certain 
sign, fine crepitation, cannot be demonstrated and 
the other signs, internal rotation and loss of motion 
in the arm, swelling, and subcutaneous hemorrhage, 
occur also in other injuries. 

Separation of the epiphysis with dislocation can be 
established only if the head can be palpated in the 
fossa next to the projecting end of the diaphysis or 
a difference in the length of the arms can be made 
out. Dissection of the muscles that are inserted in 
the separated epiphysis shows that a separated 
epiphysis would never rotate outward under the 
influence of muscular action; at ‘the most it would 
rotate inward. After recovery the diagnosis of 
separation of the epiphysis intra partum can be made 
only if it can be established that the epiphysis has an 
abnormal relation to the diaphysis. The inward 
rotation of the arm and the position of the subluxa- 
tion can be better explained as being due to an 
injury of the joint capsule occurring at the same 
time. In osteo-articular injuries the joint capsule 
plays the most important réle in supporting the arm. 

In conclusion the author reports the case of a 
10-year-old boy with congenital posterior subluxa- 
tion of the head of the humerus due to improper 
development of the joint. The roentgen-ray plate 
showed absence of the collum scapule and a re- 
versed relationship of the fossa and the head. 

HACKENBROCH (Z). 


Olivier: Immediate Mobilization in Screwed Frac- 
tures of the Olecranon (Mobilisation immédiate 
dans les fractures de l’olécrane vissées). Presse 
méd., Par., 1923, XXxi, 268. 


Olivier reports a case of fracture of the olecranon 
with a large upper fragment. Under local anesthesia 
a hole was drilled in the fragments and a long slender 
wood screw inserted. The skin was then closed 


tightly and the arm immobilized in a sling for forty- 
eight hours. Thereafter, movements of the elbow 
short of pain were encouraged. Within eight days 
practically full motion was possible, and at the end 
of twenty the cure appeared to be complete. The 
results in this case surpassed those obtained by any 
other method the author has used. 

Immediate mobilization is suggested also for com- 
minuted fractures following coaptation of the bone 
fragments by an encircling suture passed through 
the triceps tendon and the ulna and re-enforced by 
stitches through the fibrous capsular tissues. 

SPEED, M.D. 


Hauck, G.: Rupture of the Dorsal Aponeurosis 
on the First Interphalangeal Joint and a 
Contribution on the Anatomy and Physiology 
of the Dorsal Aponeurosis (Die Ruptur der Dor- 
salaponeurose am ersten Interphalangealgelenk; 
zugleich ein Beitrag zur Anatomie und Physiologie 
der Dorsalaponeurose). Arch. f. klin. Chir., 1923, 
CXxxili, 197. 

The author reports three cases of rupture of the 
dorsal aponeurosis on the first interphalangeal 
articulation. The most important clinical sign of 
this condition is more or less marked flexion of the 
middle joint with over-extension of the terminal 
phalanx. As a rule the first interphalangeal joint 
shows swelling and tenderness on pressure. An 
attempt to correct the faulty finger position succeeds 
only in the proximal phalanx; the other phalanges 
offer elastic resistance. If the proximal phalanx 
is passively over-extended in the proximal joint, 
slight active bending of the terminal phalanx is 
possible. Passive flexion of the proximal phalanx is 
only moderately restricted. However, if the middle 
joint is flexed with the proximal joint as in making a 
fist, active flexion of the terminal is again possible 
to a slight degree. If the injured finger is actively 
extended slowly after the fist is closed tight, over- 
extension of the terminal phalanx takes place while 
the first and second joints are still flexed at a right 
angle. Then when the middle joint is flexed at an 
angle of about 130 degrees its extension is inhibited. 
This inhibition can be almost entirely overcome 
with assistance. 

At operation in the author’s cases it was found 
that the joint had been opened by a cross tear at 
the proximal capsule insertion and that both lateral 
portions of the aponeurosis had slid off slighty 
volarward. Between them the joint protruded into 
the cross tear. After extension these portions were 
replaced dorsalward and fixed in their proper place, 
and the capsule tear was sutured. Immobilization 
on a splint was continued for four weeks. The result 
was satisfactory in every instance. 

In the differential diagnosis there is danger of 
confusing the condition with simple distortion. 
The author describes the anatomy and physiology 
of the dorsal aponeurosis in detail on the basis of 
the literature and his own anatomical studies. In 
Hauck’s opinion the clinical symptoms may be 
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explained on the basis of the anatomical and physi- 
ological peculiarities of the extensors of the finger, 
especially the dorsal aponeurosis. This assumption 
he believes is confirmed by the functional defects 
noted in a case of isolated severance of the extensor 
tendon on the dorsum of the proximal joint. 

In conclusion Hauck suggests that in cases of 
ulnar paralysis extension of the terminal phalanges 
might be facilitated by a prosthesis holding the 
hand and proximal phalanges of the fingers in slight 
flexion during dorsal motion. |HackeNnsroc# (Z). 


Aubry and Pitzen: The Roentgen Diagnosis of 
Spondylitic Abscess (Zur Diagnose des spon- 
dylitischen Abscesses im Roentgenbild). Zétschr. 
f. orthop. Chir., 1923, xliii, 247. 

Spondylitic abscess of the cervical vertebra can 
be recognized only in lateral pictures. Tuberculous 
and osteomyelitic abscesses cannot be differentiated 
roentgenologically. Tumors and gummatous nodes 
increase the transparency of the shadows of the 

\ vertebral body. 

In the thoracic portion of the spine abscesses of 
various types are formed as the result of the spread 
of the disease and the resistance of the surrounding 
tissues. The differentiation of the shadows of the 
thymus, hilus glands, and lung tumors is not difficult. 
Except for a slight arch over the third and fourth 
thoracic vertebra, the normal aorta shadow is 
straight and extends downward to the left of the 
spine. The shadows of abscesses are seen on both 
sides and, unlike the shadow of the aorta, do not 
become less dense farther down. 

In the abdominal cavity abscesses usually spread 
in the iliopsoas. As compared with the shadow of an 
aneurism and that of the right auricle, the shadow 
of the abscess is denser. 

An intensification of the shadow which the authors 
have noted in tuberculosis they ascribe to com- 
pression of the bone which is relatively poor in 
calcium. WASSERTIRUEDINGER (Z). 


Wohigemuth, K.: Acute Osteomyelitis of the 
Spine (Beitrag zur Klinik der akuten Wirbelos- 
teomyelitis). Arch. f. klin. Chir., 1923, ¢xxiv, 554. 

The vertebre are involved in only 2 per cent of 
cases of osteomyelitis (Hahn). Volkmann collected 
eighty-seven cases of osteomyelitis of the spine, and 
Stahl eleven others and added three of his own. 
Mechailescu, Braunlich, Rosenburg, Dudden, and 
Kessler added one case each. Fraenkel reported 
four cases. To these 110 cases Wohlgemuth adds 
three more. 

Case 1 reported by the author was that of 
a 13-year-old girl. Three weeks before the patient 
entered the hospital, she fell during gymnastic 
exercises and thereafter complained of pain in the 
sacral region. At examination the spinal processes 
of the lower lumbar and upper sacral vertebra were 
found tender to percussion. The temperature was 
39 degrees C. As the X-ray showed no signs of 
fracture, an acute infectious disease was suspected. 


During the next few days swelling of the joints 
appeared. The leucocyte count was 10,000 and 
the erythrocyte count 5,700,000. Culture of the 
blood yielded staphylococci. Death occurred on the 
fifth day after the patient’s admission to the hospital. 

Autopsy revealed complete suppurative necrosis 
of lumbar vertebra, an abscess the size of a fist 
in the soft parts, which communicated with the 
spinal canal, and pus in the spinal canal as far as the 
level of the seventh thoracic vertebra. Transverse 
section of the spinal cord showed nothing abnormal. 
The spleen was septic. Both kidneys showed nu- 
merous small superficial abscesses. 

CASE 2 was that of a 44-year-old man. Fourteen 
days before the patient’s admission to the hospital 
he had had a whitlow incised by a physician. Two 
days before his admission, pain began in the cervical 
region. Examination revealed stiffness of the neck 
ahd pain on attempts to rotate the head. A roent- 
genogram of the spinal column was negative. The 
tonsils and pharynx were red and filled with pus. 
Five days later paresis of both arms developed. The 
leucocyte count was 14,000. Two days later a 
longitudinal incision in the left side of the neck after 
exposure of the cervical spinal column yielded no 
pus. Two weeks later a roentgenogram of the fifth 
and sixth cervical vertebra showed a blurred trans- 
lucent outline. At the end of a month there was 
marked cedema of the right posterior velum palati 
as far as the entrance to the larynx. Puncture 
yielded no result. Death resulted one week later. 

Autopsy revealed osteomyelitis of the fourth and 
fifth cervical vertebre and a prevertebral abscess. 

CASE 3 was that of a boy 19 years of age. Fourteen 
days before the patient entered the hospital he had 
an attack of severe headache and ten days pre- 
viously he fell while carrying coal, striking the 
ischium. Since then he. had had pain in the back. 
May 21 he was admitted to the hospital in stupor. 
His temperature was 39.9 degrees C., and his pulse 
110. The abdomen was distended and the bladder 
was at the level of the umbilicus. Two thousand 
cubic centimeters of urine were withdrawn by cath- 
eter. The leucocyte count was 20,000. Staphylococci 
were found in the urine. Intravenous injections of 
rivanol were followed at first by improvement, but 
later the condition became worse. Operation per- 
formed June 8 showed osteomyelitis of the fifth 
lumbar vertebra. The pus contained staphylococ- 
cus aureus. Death occurred June 22. 

Osteomyelitis of the spine, like osteomyelitis of 
other parts of the skeleton, is especially a disease of 
youth. The lumbar vertebre are attacked most 
frequently, the thoracic vertebra next most fre- 
quently, and the cervical least often. 

In the etiology the chief réles are played by: (1) 
previous infection, which floods the body with bac- 
teria, and (2) some factor—usually trauma—which 
causes the bacteria to lodge in the spinal column. 
Pyogenic organisms are present in the spinal cord in 
many general and local infections but may cause no 
particular damage. 
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The diagnosis is very difficult, often impossible. 
The roentgen picture isseldom ofaid. In the differen- 
tial diagnosis general infections must be considered. 
The leucocyte increase in osteomyelitis differentiates 
it from typhoid. HAuMANN (Z). 


Parker, C. H.: Actinomycosis and Blastomycosis 
of the Spine. J. Bone & Joint Surg., 1923, Vv, 759- 


In seven cases of actinomycosis of the spine re- 
ported in the literature and one unreported case 
one or more of the following conditions were found 
at autopsy: erosion of the vertebral bodies, carious 
degeneration and softening of the bodies and spin- 
ous processes, yellow abscess formation involving 
the bone, cavities filled with granulations, loss of 
periosteum, abscess and fistula formation along the 
spine, and deformity of the spine depending on the 
amount of collapse and destruction of the vertebral 
bodies. From one to eight vertebre were affected 
and the lesion occurred at various points between 
the upper thoracic vertebra and the sacrum. 

The author reports a case of actinomycosis of the 
spine in a 22-year-old man who consulted him 
because of a copious purulent discharge from the 
site of an appendectomy performed six months 
previously. The abscess was drained, but death 
occurred six weeks later. A few days before death 
there was loss of control of the lower extremities, 
but no deformity in the back was noted. 

The pathologist reported a large abscess surround- 
ing the spine and extending down to the inguinal 
region. The sides of the bodies and the transverse 
processes of these vertebra were extensively eroded. 
Sagittal section showed the erosion process ex- 
tending through the bodies and large granulating 
areas penetrating into the dural canal. Microscopic 
examination demonstrated typical actinomycotic 
changes. Occasional colonies of ray fungi were 
found surrounded by an inflammatory zone. 

The treatment of actinomycosis consists in the 
administration of large doses of potassium iodide 
and operative treatment for the abscesses and the 
orthopedic condition. 

The prognosis is grave as the spinal infection is 
secondary to a focus elsewhere. 

A case of blastomycosis of the spine reported by 
the author was that of a man, 27 years of age, with 
a history of severe pain in the stomach extending 
around the chest to the back and almost constant 
rigidity in the lumbar region and to the left of the 
tenth dorsal vertebra. The X-ray showed a dense 
shadow opposite the fifth and sixth dorsal vertebre 
but little bone change. As tuberculosis of the spine 
was suspected, a brace was applied and the patient 
placed in the recumbent position. 

Two months later the condition became worse, 
with severe pain about the chest at the fourth rib 
and paralysis and loss of sensation below the 
umbilicus. The X-ray then showed marked mottling 
of the fourth dorsal vertebra and fracture of the 
neck of the right fourth rib. The patient died 
December 9g, 1918. 


Autopsy revealed to the left of the fourth, fiith, 
and sixth dorsal vertebre an abscess containing 
grayish pus. The disease had caused extensive 
destruction of the vertebral bodies, fracture of the 
right and left fourth ribs, and pressure necrosis of 
the spinal cord. Numerous hard nodules scattered 
through the lungs proved to be blastomycetes. 

FRANK G. Murpny, M.D. 


Waldenstroem, H.: The Essential Type of Coxa 
Plana (La forme définitive de la coxa plana). Lyon 
chir., 1923, XX, 390. 

The diagnosis of essential coxa plana may be 
made with certainty only during the period of evo- 
lution. The author re-examined twenty-two pa- 
tients, ten of whom had reached the age of 20 years. 
While the deformity varies in degree, flattening of 
the head, neck, and acetabulum is common to all 
cases. 

From the point of view of deformity, Walden- 
stroem divides the essential type of coxa plana into 
the following three groups: 

Group 1. The head and neck of the femur are 
distinct from one another and from the greater 
trochanter. 

Group 2. The antero-superior part of the head 
of the femur is close to the greater trochanter. This 
portion of the head, viewed from the side, appears 
greatly enlarged and rests outside the articulation. 
The upper portion of the neck is not visible. 

Group 3. The articular surface of the head is 
rough and more or less excavated. The upper pole 
of the head is conical and ordinarily situated lower 
than the greater trochanter. 

LoyaL E. Davis, M.D. 


Nussbaum, A.: The Blood Vessels of the Lower 
End of the Femur and Their Relation to 
Pathology (Ueber die Gefaesse des unteren Femur- 
endes und ihre Beziehungen zur Pathologie). Beitr. 
klin. Chir., 1923, Cxxix, 245. 

This work, which is based upon a series of experi- 
ments carried out by the author on animals and upon 
anatomical specimens prepared in a special manner, 
is divided into two parts. In the first part the author 
discusses in detail the anatomical relations oj the 
vascular supply of the lower end of the femur and 
the knee joint. He found that when the knee is 
bent, the popliteal artery moves back a considerable 
distance and that therefore in operations undertaken 
from the front through the flexed joint there is 
relatively little danger of injuring this vessel i/ the 
relationships in the hollow of the knee are normal. 

The knee arteries arising from the popliteal artery 
show extensive variations in their course and anatom- 
ical relations. They enter into no anastomoses with 
the lower arteries of the knee, with the exception of 
the arteria genu medialis. Connections occur only 
through the articular branches and these seem to be 
equal in importance with the larger bone arteries. 
In its terminal extension, which runs parallel to the 
cartilage-covered condyles, the arterial plexus on the 
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bone lies under the synovial membrane covering the 
bony portions. There are very few microscopically 
visible connections between the vessels of this mem- 
brane and the finer bone vessels, a factor which 
appears to be of importance in the movement of the 
synovial membrane on the bone. Consequently the 
vessels in the lower end of the femur have no rela- 
tion to those of the joint capsule except their com- 
mon origin. The author does not agree with the 
views of Lange and Schwalbe as to the vascular sup- 
ply in this region. The vascular trunks in the spon- 
giosa which Lexer calls the ‘metaphyseal arteries” 
Nussbaum also found arranged according to the 
end-artery type; whether this remains the case at a 
later age he was unable to determine. 

With regard to the vascular supply of the epiphy- 
sis as compared with the metaphyseal and diaphys- 
eal vascular area of Lexer, Nussbaum states that 
the cartilaginous and bony stages must be considered 
separately. In infants, practically only true end- 
arteries are found, while at a later age all epiphyseal 
arteries form an extraordinarily close vascular 
plexus. Unlike other investigators, Nussbaum found 
no anastomosis between the epiphysis and diaphysis 
as long as the epiphyseal line remained, but in the 
periosteum numerous vessels ran across the epiphys- 
eal line from the diaphysis to the articular portion. 
At a later stage the entire epiphyseal line of the 
lower end of the femur is devoid of vessels except 
for the arteries mentioned as crossing it. The artic- 
ular curtilage is also without vessels. 

With regard to the relations of the capillaries in 
the bone areas examined nothing new was discovered. 

In the second part of the article the author dis- 
cusses the relations of the vascular supply to patho- 
logicnl processes in the bone. Exclusion of the 
nutrient artery by ligation caused no perceptible 
chinges in the bone. In the healing of fractures no 
unfavorable effect upon the callus formation resulted 
from a tear of the nutrient artery unless the peri- 
osteal vascular plexus, the source of collateral paths, 
was extensively injured. 

On the basis of his findings the author is inclined 
to reject the theory that loose bodies in the joints 
and other joint diseases are due to embolic occlusion 
of the arterial trunks. On the other hand, he 
believes that the wedge-shaped tuberculous foci in 
long bones are to be referred to larger or smaller 
firmly lodged tuberculous emboli or a tuberculous 
arteritis. The larger emboli arise from foci in the 
pulmonary veins or tuberculous processes which have 
broken into the pulmonary veins. Smaller foci may 
arise at any point. The course and treatment of 
osteomyelitis are also partially dependent upon the 
arrangement of the blood vessels in these areas. 

(Z). 


Parker, C. A.: The Pathologically Flexed Knee. 
J. Am. M. Ass., 1923, 1xxxi, 1198. 
The pathologically flexed knee is a weak knee 


unless it is firmly ankylosed, and if the deforming 
process is inflammatory, it usually causes pain in 
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walking. The advantage of the extended knee is 
that it will support the body weight even if the 
limb is paralyzed. In arthritis, in which movement 
is reduced, the extended position gives the greatest 
length with the least limp. Four cases are reported. 

CasE 1. The patient was a woman 61 years of 
age who had had an infected swollen knee for four 
years. There was flexion of 90 degrees with very 
little movement. Pain was severe on forced move- 
ment. The X-ray showed no marked changes in the 
contour of the bones. Under anesthesia the knee 
was straightened and placed in a cast. The reaction 
was slight. The cast was left on for a month and 
then replaced with a removable cast to protect the 
joint against injury and to prevent the return of 
the deformity. The patient was then able to walk 
without crutches. 

CasE 2. This was a case of osteo-arthritis of both 
knees which had been present for eight years, and 
caused flexion and pain. Several operations had 
been performed to eliminate the focus of infection. 
The author corrected the flexion by means of a 
series of casts. The patient was then able to walk 
long distances without aid. 

Case 3. The patient was a woman 57 years of 
age who was barely able to walk with crutches 
because of flexion of both knees. The X-ray showed 
extensive erosion of the articular surfaces. The 
knees were straightened under anesthesia and 
placed in casts. Later, removable casts were applied. 
After the treatment the patient walked without aid. 

CasE 4. This was the case of a man 64 years of 
age whose left knee was flexed at right angles. 
Under anesthesia the knee was straightened and a 
cast applied. Following the use of a series of casts 
he was able to walk. 

In the treatment of pathologically flexed knees 
prevention of the deformity is very important. The 
use of fixative measures in complete extension for 
practically all acute or chronic inflammatory affec- 
tions of the knee joint is a well-established principle. 

In non-tuberculous types the author generally 
uses force under anesthesia. When anesthesia is 
contra-indicated he effects reduction gradually. 

In some cases, correction of the knee is followed 
by motion. If the ankylosis is bony it is due to an 
old tuberculosis and requires a bone operation for 
correction. This is best done at a distance from 
the joint and in most cases should consist in re- 
moval of a wedge from in front of the femur just 
above the epiphyseal line. 

In the author’s opinion it is not necessary to have 
the knee flexed at 10 or 20 degrees; the limb will be 
stronger and less irritable if the knee is extended. 

FRANK G. Murpny, M.D. 


Koehler, A.: Typical Disease of the Second Meta- 
tarsophalangeal Joint. Am. J. Roentgenol., 1923, 

X, 705. 
About seventy-five cases of Koehler’s disease 
have been reported in which there was involvement 
of the articular surface of the base of the proximal 
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phalanx of the second toe. the metatarsophalangeal 
joint, the articular surface of the head of the meta- 
tarsal, the head itself, and the entire distal half of 
the metatarsal. The changes are as follows: 

The circular shadow of the articular surface of the 
proximal phalanx in the roentgenogram made in the 
antero-posterior plane becomes irregular. The joint 
space then usually becomes broader than normal, 
the condition thus differing from the arthritides in 
which this space becomes narrowed. In the third 
stage the irregularity of the joint space becomes 
asymmetrical, the fibular half sometimes appearing 
double the tibial half. Later, the articular surface 
of the metatarsal head develops into irregular knobs 
and defects. In cases of long standing there are 
circular shadows on the fibular aspect of the joint 
varying in size from that of a pinhead to that of a 
pea. The head of the metatarsal is shortened in its 
distal third, and the entire distal half of the meta- 
tarsal is definitely increased, its circumference 
resembling the proximal half and involving both 
the medulla and the cortex. 

The subjects whose cases are reviewed ranged in 
age from 10 to 40 years. Two-thirds of them were 
between to and 18 years, and probably in all cases 
the disease originated during the growth period. 

Complaint is usually made of pain over the 
affected area, especially during weight-bearing, 
locomotion, and eversion of the foot. The area 
involved is tender on pressure and the soft parts 
above it are swollen. In two of the author’s cases 
the X-ray showed a bowing of the epiphysis toward 
the dorsum of the foot. 

Koehler emphasizes that this condition has 


definite characteristics differentiating it from chronic 


arthritis. With regard to the pathology he reviews 
the studies of Fromme and Cahen-Brach who found 
necrosis, fibrous marrow, and tissue resembling 
granulation tissue, thickened cortex, and well- 
preserved cartilage. 

Because of the slow onset and occasional bilateral 
occurrence of the condition, Koehler attributes it 
to repeated, barely perceptible mechanical injury. 
Fromme believes the disease is an osteochondritis 
of the nature of late rickets and regards Perthes’ dis- 
ease of the hip, Schlatter’s disease of the tibial spine, 
and the navicular disease of Koehler as similar. 

The early treatment should consist in rest in 
bed, constitutional treatment, baths, and the 
application of poultices, heat, massage, etc. A 
well-fitting shoe with an insole should be worn. 
Operation is indicated only after conservative 
methods have failed and only in the cases of patients 
bevond the growth period. 

S. Reicu, M.D. 


Axhausen, G.: Koehler’s Disease of the Meta- 
tarsophalangeal Joints (Die Koehlersche Er- 
krankung der Metatarsophalangealgelenke). Med. 
Klin., 1923, Xix, 561. 


Axhausen has seen fourteen cases of Koehler’s 
disease of the metatarsophalangeal joints in the 
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course of a year. The condition involved the second 
or third joint of the middle toe and its duration 
ranged from five weeks to four years. 

This lesion occurs more frequently in the female 
than the male, and its highest incidence is between 
the tenth and thirtieth years. Usually there is no 
history of trauma. At first the roentgen-ray picture 
is negative, but in the second stage a flattening and 
condensation in the heads of the bones are noted. 
The shafts of the metatarsals then become thickened, 
and ultimately the picture is that of severe arthritis 
deformans. 

In Axhausen’s opinion the condition is primarily 
a necrosis of the epiphyses due to complete inter- 
ference with nutrition caused by mycotic emboli, the 
cartilage remaining supplied. The dead epiphysis is 
rebuilt, but soon a pressure fracture results and, 
because it occurs in dead bone, cannot heal. 

Axhausen discusses the chondral and osseal types 
of arthritis deformans. Koehler’s disease he regards 
as a typical example of the latter. 

In advanced cases operative treatment is indicated. 
In early cases Axhausen places a transverse block 
of wood on the sole of the shoe (the Bradford ladder 
rung) to decrease the load placed upon the heads 
of the metatarsal bones. Final judgement on this 
conservative method of treatment is reserved for the 
future. Kappts (Z). 
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Lexer, E.: The Normal and Pathological Fate of 
Bone Transplants (Ueber das normale und patho- 
logische Ergehen der Knochentransplantate). Acta 
chirurg. Scand., 1923, lvi, 164. 


The author holds to the belief that metaplasia of 
connective tissue does not play a part in the pro- 
liferation of bone transplanted into other bone, 
muscle, or subcutaneous tissue. For the growth 
of a transplant periosteum is necessary. This gives 
rise to the osteogenic cells that invade the lacunar 
canals of the resorbing transplant, bridges fissures 
and spaces between the ends of the bones, and serves 
as a definite barrier against ingrowing young vascular 
connective tissue. 

Resorption of the osseous tissue in a transplant 
is a normal phenomenon that can be followed by the 
roentgen ray. Signs of the process are a clearing 
of the shadow of the transplant, a flakiness and 
eroded appearance of the borders and contours, 
a widening of the lacunar canals, and finally, when a 
pseudarthrosis results, the disappearance of the 
shadow. The stage of resorption or atrophy is most 
marked from the sixth to the sixteenth week; the 
shadow of the graft then becomes denser and wider, 
and with the resumption of function, takes on the 
contour of adjoining bone. Proliferation and re- 
sorption may occur at the same time, but up to the 
fourth month the latter usually predominates. 

Abnormally rapid and extensive atrophy of the 
osseous tissues of a transplant follows any process 
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that favors the ingrowth of vascular connective 
tissue, viz., the presence of open spaces due to care- 
less apposition of fragments, the absence or death 
of a protective periosteal covering, the presence of 
infection, and too early motion. 

Only bone pins completely covered with perios- 
teum will effect arthrodesis successfully. Pins 
partially covered with periosteum soon become 
resorbed as the result of the inroads of connective 
tissue around the joint spaces. 

P. VAN WAGENEN, M.D. 


Kirschner: The Correction of Bony Deformities 
(Der Ausgleich knoecherner Deformitaeten). 47 
Versammil. d. deutsch. Gesellsch. f. Chir., 1923. 


A deformity of considerable extent cannot be 
corrected by simple osteotomy. Complete sub- 
periosteal removal of bone and its re-implantation 
in small pieces is an operation not without danger. 
Kirschner exposes the bone over a wide area and, 
without drawing off the periosteum, makes several 
osteotomies without causing complete solution of 
continuity. The bone may then be straightened 
readily and consolidation takes place quickly. This 
procedure has proved of value also in pseudarthrosis, 
and with the aid of nail extension may be employed 
jor the lengthening of bones. Fat embolism has not 
occurred. 

LexeR (Freiburg) called attention again to the 
fact that the chief requisite for good healing in 
fractures is early and exact reduction. For fractures 
that have united poorly, for fracture of the patella, 
and for fracture with dislocation, operative treat- 
ment comes under consideration. 

HvuEBNER (Berlin) reported on 135 cases of frac- 
ture of the neck of the femur; in thirty-three cases 
union did not occur. Two requisites for successful 
results are: (1) exact apposition and fixation in over- 
correction; and (2) avoidance of weight-bearing. 
Weight-bearing before six months may cause poor 
results. 

Von Gaza (Gottingen) stated that the influence of 

hypertonic solutions on the tissues is dependent, not 
upon their hypertonicity, but upon the ions. The 
cations in particular play a réle. These form a 
continuous series from lithium, sodium on the one 
hand to calcium, magnesium on the other, and 
between these two end members there is a certain 
antagonism. Hypertonic sodium chloride solution 
applied to the surface of a wound causes hyper- 
trophic granulations; if calcium chloride solution is 
applied to such a surface, the granulations disappear 
and there is rapid formation of epithelium. 
_ Von ErseLsBere (Vienna) called attention to the 
Importance of stretching the ‘muscles in the treat- 
ment of fractures. In extension he employs Schmerz’ 
clamps and Braun’s universal splints. 

Kiape (Berlin) demonstrated his method of 
treating fracture of the radius which differs from the 
old method of Schede. After exact apposition, the 
forearm is placed in a plaster-of-Paris cast for three 
wecks, the fingers being left free. Klapp believes 
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that functional treatment begun too early is dis- 
advantageous. 

LEXxER (Freiburg) is opposed to the use of the 
plaster-of-Paris cast. 

Krauscu (Berlin) stated that he is partial to the 
use of the Steinmann nail. Hackenbruch’s clamps 
he has not found successful. He has used wire exten- 
sion only in fractures of the fingers. He treats frac- 
tures of the radius without a plaster cast. In the 
most unfavorable cases of fracture of the neck of the 
femur he has removed the femoral head. 

Goetze (Frankfort) recommended and demon- 
strated a horseshoe extension apparatus he devised 
which turns in all directions and gives good appo- 
sition in fracture of the femur. 

ANSINN (Demmin) discussed the advantages of 
active Over passive movement and described his 
apparatus by which the patient is enabled to make 
active movements of the injured member. 

WULILSTEIN (Essen) stated that the treatment of 
fractures must be as simple as possible. For the 
upper extremities he recommended a _plaster-of- 
Paris cast with strong extension. 

Gocut (Berlin) stated that he believes every 
method may lead to the desired end; in this connec- 
tion he called attention to the fact that although 
Schede splints are no longer used, Schede obtained 
good results with them. 

WouLGEMvuTH (Berlin) recommended a femoral 
splint used by him with success during the war. 

Biock (Berlin) demonstrated an apparatus he de- 
vised for wire extension which is very easily ad- 
justed, applicable to any case, and of value for 
double extension. 

BIER (Berlin) stated that up to a short time ago 
it was believed that a joint or pseudarthrosis could 
be produced by movement. This is not the case. 
A joint occurs where a joint belongs. Only in 
disease conditions will a joint be formed elsewhere. 
A pseudarthrosis always re-appears at the same 
point. It may occur even when a well-fitting plas- 
ter-of-Paris cast is used. In addition to mechan- 
ical factors, a certain irritation is necessary (hormone 
theory). 

LEXER (Freiburg) called attention to the difficulty 
of mobilizing ankylosed joints. 

MUELLER (Rostock) stated that the advance in 
the bloodless treatment of bone fractures is due, first, 
to aid given by the roentgen picture and, second, 
to early functional treatment. 

Kappis (Hanover) stated that when a plaster 
cast is employed on the forearm the proximal joints 
of the fingers should be left free so that they may be 
freely moved. In a case of non-union, having 
noticed that the pulse in the leg was poor, he per- 
formed a peri-arterial sympathectomy. This re- 
sulted in the return of the pulse and good bone 
consolidation. 

Von ZOEGE-MANTEUFFEL (Dorpat) called atten- 
tion to the action of cold in causing a thickening of 
the bone and how by employment of the latter a 
pseudarthrosis may be healed. 
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LExeER (Freiburg) discussed the influence of nutri- 
tion on fractures as indicated especially by hunger 
osteopathies. 

BoEHLER emphasized the importance of not 
adhering rigidly to any one particular system. He 
believes that as good results are obtained with plaster- 
of-Paris casts as with splints and Schmerz clamps. 

Kapp (Berlin) discussed the advantage of wire 
extension over Steinmann’s nail; the former can be 
continued for three or four months, but the Stein- 
mann nail must be removed at the end of three or 
four weeks. STETTINER (Z). 


Debrunner, H.: The Results of the Implantation 
of Tissue in Artificial Bone Defects (Ueber die 
Wirkung von Gewebsimplantaten in kuenstlichen 
Knochenluecken). Schweiz. med. Wchnschr., 1923, 
liii, 271. 

This is a preliminary report of the results of 
experiments in the production of artificial pseudar- 
throses in rabbits. It was found that callus forma- 
tion was not prevented by the transplantation of 
free muscle tissue because the callus developed better 
than the tissue that had been separated from its 
source of nutrition. True pseudarthroses resulted, 
however, when a muscle flap not separated from its 
nerve and blood supply was interposed; with the 
surrounding tissues the flap formed a solid and living 
cicatrix which prevented bony consolidation. 

The results of the transplantation of free synovial 
membrane were surprising. In six attempts true 
pseudarthrosis was produced four times and callus 
production was delayed once. Consolidation oc- 
curred in only one instance. The roentgen-ray 
plates and histological examination showed that 
the callus was formed very slowly and quickly broke 
down. The author explains these findings by the 
assumption that the synovial membrane, being 
a joint-building tissue, prevented the calcification 
of the cartilaginous callus. Devs (Z). 


Kolin, L.: The Operative Treatment of Bone 
Fistulz (Zur operativen Behandlung der Knochen- 
fistel). Lijec. vjesnik., 1923, xlv, 129. 

In general, there are three types of treatment for 
bone fistula: the conservative, the conservative 
operative, and the radical operative. The first two 
are suitable for fresh bone fistula not connected 
with large bone cavities. In many cases of old fistula 
the radical operative method is the only one which 
will give a permanent cure. In cases in which the 
fistule have been present for months or years, 
the osteomyelitic process is well advanced and bone 
cavities of considerable size have been formed. As a 
rule the bone cavity is the only factor preventing 
healing of the fistula. The granulation tissue lining 
an old bone cavity no longer has the ability to 
regenerate; its proliferating power is diminished. 
At operation this tissue must be thoroughly re- 
moved and all pockets and channels converted into 
a single cavity as shallow as possible. The prepared 
cavity in the bone may then be filled with the 
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surrounding soft parts in the form of a pedicled flap 
(von Hacker’s living tamponade). This radical] 
operative treatment is the method of choice in all 
cases of large bone cavities. 

Fifty old cases which had been operated upon 
more than once before were treated by the author 
by the method described. In forty-six (92 per cent) 
a definite cure of the fistula was obtained. In 8 
per cent a recurrence developed; another operation 
was necessary in only 2.1 per cent as most of the 
recurrences healed spontaneously. In ten cases 
(20 per cent) the fistulous track led to a large bone 
cavity, but this did not contain any sequestrum or 
foreign body. In the forty-six cases in which a good 
result was obtained twenty-one months had elapsed 
before the curative procedure was undertaken. 
The average length of time required to effect a 
cure was thirty-nine days. (Z) 


Simon, S.: The Treatment of Bone and Joint 
Tuberculosis in Children (Zur Behandlung der 
kindlichen Knochen-und Gelenktuberkulose). Arch. 
f. klin. Chir., 1923, xxiii, 807. 

Bearing in mind the remarkable results which 
Rollier and Bernhard obtained by conservative 
treatment of what was formerly considered surgical 
tuberculosis of the bones and joints, the author 
undertook to treat by conservative methods all of 
the cases of tuberculous affections of the bones, 
joints, skin, and glands which came under his care 
during a period of three years. 

The results corroborated the statements of the 
originators of this type of treatment, demonstrating 
that the ideal conditions for healing and restoration 
are obtained when the patient is placed as complete- 
ly as possible at rest and subjected to the chemico- 
physiological influences of sunlight and open air. 
The 357 cases reviewed, the majority of which were 
those of persons of the poorer classes, represented 
tuberculosis of the bones and joints of all degrees of 
severity and all locations. Following the employ- 
ment of no other than purely conservative measures 
the author is able to report 126 complete clinical 
cures, a result which, in view of the usually unfavor- 
able external circumstances in these cases, is very 
worthy of consideration. In many instances the 
treatment was prematurely broken off on account of 
the very long time required for its completion, the 
high cost of living in a sanatorium, and the impa- 
tience of the patient and his relatives. As the social 
background of these factors is so strongly establish- 
ed, the author cannot decide to abandon surgical 
treatment entirely. He believes operation may be 
indicated, for instance, in the case of an adult with 
local tuberculosis who desires to return to his occu- 
pation as quickly as possible and is not especially 
anxious about the functional or cosmetic result. It 
would be indicated also in severe suppurative tuber- 
culosis with a mixed infection and fistula as in such 
a case surgical removal of the disease focus might 
prevent a threatened septic condition or degenera- 
tion of internal organs. 
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In conclusion Simon states that at the present 
time conservative treatment in tuberculous affec- 
tions of the bones, joints, skin, and glands is being 
constantly extended because, although it is expen- 
sive, its brilliant results cannot be equaled by sur- 
gical procedures which do not always cure and prac- 
tically always mutilate. HELLER (Z). 


Fisher, A. G. T.: Research into the Physiological 
Principles Underlying the Treatment of In- 
juries and Diseases of the Articulations. 
Lancet, 1923, CCV, 541. 


The science of manipulative surgery is as yet in 
its infancy. Many stiff and deformed joints might 
have been prevented by a knowledge of physiologi- 
cal principles. Restoration of movement to crippled 
joints is often possible. 

When there is doubt as to when to immobilize and 
when to encourage movement, the tendency is too 
often toward immobilization. On the other hand, 
the routine use of movement is also erroneous. 

Normal articular cartilage has a smooth surface 
lubricated by synovial fluid which lessens friction 
to the minimum. It has great strength and because 
of its elasticity it yields to blows which might other- 
wise damage the subjacent bone. Articular cartilage 
has greater vitality than bone. Its immunity to 
tumor formation is due in large part to its lack of 
blood vessels. However, the author has found 
experimentally that it is possible to produce small 
tumors of the lateral part of the articular cartilage 
by means of radium. 

There is a difference in the structure of the central 
and the lateral articular areas. The nutrition comes 
from the circulus articuli vasculosis lying near the 
articular edge and giving delicate offshoots to the 
lateral part of the cartilage. In Toynbee’s opinion 
the nutrition is derived from capillary loops lying 
in the cancellous spaces beneath the subarticular 
layer of bone. Strangeways regarded the synovial 
fluid as a source of nutrition to the cartilage. 

Active repair and new formation of articular 
cartilage is greater in the lateral portion than in the 
central part. Destruction of the central part is fol- 
lowed by a compensatory proliferation of the lateral 
part. 

There is evidence that osteo-arthritis may be the 
result of auto-intoxication. 

The synovial membrane differs markedly in its 
structure at different points in the same articulation. 
The membrane surrounding certain fatty processes 
projecting into joints, such as the infra-patellar pad 
of fat, is rich in cells secreting mucin which Havers 
called “synovial glands.”’ The synovial membrane 
is richly supplied with nerves. 

There is greater absorption of isotonic solutions, 
diffusible dyes, and colloidal dyes during motion 
than when the joint is at rest. 

In experiments the author has found that loose 

dies occurring in joints usually become attached 
to the synovial membrane and that the latter sur- 
rounds them with a connective tissue sheath. 


On the basis of these physiological principles it is 
concluded that most cases of acute joint inflamma- 
tion should be placed at rest. Extension prevents 
deformity. Functional positions of election must be 
borne in mind. Early movement, made cautiously 
and gently as the acute symptoms subside, is in- 
dicated in all cases except those of tuberculosis. 

In chronic synovitis, carefully regulated move- 
ment favors the absorption of the intra-articular 
fluids. Early movement is indicated in injuries or 
fractures involving the articular cartilages and 
following arthroplasty. 

H. Levintuar, M.D. 


Hey Groves, E. W.: Arthroplasty. Brit. J. Surg., 
1923, xi, 234. 

In determining the advisability of performing an 
arthroplasty the surgeon must consider the nature 
of the causative disease, the nature of the disability, 
and the patient’s circumstances. 

The condition which promises the best results is 
complete bony ankylosis with bones and muscles 
free from infection and pain. Cases of ankylosis 
resulting from trauma, pyemia, or gonorrhoea in 
which infection is at an end are most favorable for 
arthroplasty. Ankylosis resulting from tubercu- 
losis, osteo-arthritis, and rheumatoid arthritis are 
less favorable. If the ankylosis is bony and painless, 
and if the limb is in good position it is usually better 
to leave it alone. 

For a successful result following arthroplasty 
the intelligent cooperation of the patient is essential; 
it is useless to operate upon professional invalids and 
workmen who do not want to return to work. 

In the formation of a new joint there are six 
essentials, viz.: (1) to make a sufficient gap between 
the bone ends, (2) to shape the articular ends, (3) 
to cover the articular ends, (4) to provide synovial 
fluid, (5) to provide ligaments and prevent undue 
mobility, and (6) to restore function. 

The most successfully treated of the large joints 
is the elbow. The flap method is superior to excision 
of the joint. A free flap of fascia lata is used. The 
— describes the technique of operation in 

etail. 

In the hip there are three conditions, each calling 
for a special type of mobilizing operation—simple 
ankylosis, massive ankylosis, and osteo-arthritis. 

Simple ankylosis requires osteotomy of the neck, 
gouging of the shallow cup in the old head, and 
covering of the end of the neck with a flap of fascia 
lata. 

In massive ankylosis the femur should be divided 
below the trochanter-forming bones in a saddle 
shape and a flap of fascia lata turned in. 

Osteo-arthritis requires simple excision of the 
head and covering of the stump of the neck. 

In all cases the after-treatment should consist in 
slinging the leg to an overhead beam with the hip 
in flexion and abduction and the maintenance of a 
traction of 20 lbs. for first few weeks until the 
patient is able to get up. 
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In the case of a knee which is firmly ankylosed 
in good position a mobilizing operation is not justi- 
fied. Two conditions indicating the operation are 
ankylosis of both knees and ankylosis in a faulty 
weight-bearing position. The author uses Putti’s 
technique. 

The collected results of twenty-one British 
surgeons are given. The chances of a good functional 
result in the elbow were about even with the chances 
of failure. In the hip and knee the chances of im- 
provement were only one to four or five. While 
arthroplasty is capable of producing almost perfectly 
functioning joints, the attainment of such a result 
is exceptional. Herman C. Scuumm, M.D. 


Biesalski: Experiences with the Physiological 
Transplantation of Tendons and Its Results 
(Ergebnisse und Erfahrungen mit der physiolo- 
gischen Sehnenverpflanzung). Zétschr. f. orthop. 
Chir., 1923, xliv, 30. 

The advantage of physiological transplantation 
lies in the fact that the normal mechanism for the 
gliding of the muscles and tendons is maintained and 
the activity.of the displaced muscle is not disturbed 
because its attachment retains the normal relation 
to the applied force. 

The author shows by a series of photomicrographs 
that transplanted muscles and tendons are sur- 
rounded by normal gliding tissue and that even 
their own mesotenon is re-formed. 

In cases of deformity, tendon transplantation 
should be attempted only after the deformity has 
been entirely eliminated up to the point of over- 
correction. BRUNNER (Z). 


Muelier, O.: Clinical Observations on the Suturing 
of Tendons (Klinische Beobachtungen an Sehnen- 
naehten). Beitr. zs. klin. Chir., 1923, Cxxviii, 754. 


After a brief review of the literature the author 
gives the findings made in the clinical examination 
of ro1 cases of tendon suture done at the Heidelberg 
clinic. In 66 per cent of these cases the union of the 
tendon stumps was firm and the function of the 
injured limb was practically normal. 

The prognosis depends, not upon whether the 
lesion is on the flexor or extensor surface, but upon 
whether or not it lies in the course of the tendon 
sheath; in cases of the latter type a cure results in 
only 20 per cent of the cases, whereas in those of the 
former type it is obtained in 80 per cent. Solomon 
states that when the tendon sheath must be re- 
moved it is necessary to guard against adhesions 
between the skin and the tendon. The palmar fascia 
disturbs healing, giving rise to adhesions and in- 
terfering with the gliding function. Adhesions to 
the loose skin of the dorsum of the hand do not 
have much effect on the end-result. Suturing should 
be left to the general practitioner only if the ends 
of the stumps are visible in the wound; all other 

cases should be referred to the Fospital. 

The prevention or elimination of infection is of 
importance. In the cases reviewed, primary suture 


according to the method of Wilms with immobiliza- 
tion of the injured extremity for eight days and 
subsequent energetic after-treatment gave the best 
results. In the treatment of contaminated tendon 
wounds balsam of Peru proved of value. In some 
of the cases the tendons became caught in the scarred 
and contracted tendon sheaths and the hand had 
the appearance of a bird’s claw. Bance (Z). 


Koenig, E.: Experiences in Free Bone Transplanta- 
tion in Tuberculous Spondylitis (Erfahrungen 
mit der freien Knochentransplantation bei Spondy- 
litis tuberculosa). Arch. f. orthop. u. Unfall-Chir., 
1923, 386. 

The original technique for the Albee operation, 
the median splitting of the spinous process, is to be 
preferred to all modifications. In thirty-nine of 
forty-one cases the transplant healed in without 
reaction. In one case its removal was necessary on 
account of wound infection, and in two, shortening 
at both ends was necessary to protect the overlying 
skin against pressure necrosis. There were five 
deaths. One was due to meningitis from wound 
infection; during the channeling in the sacral crest, 
the dural sac was opened. The four others were late 
deaths; one was due to tuberculosis, one followed 
laminectomy, and two occurred after the patient 
had been discharged from the hospital. Thirteen 
operations were carried out according to Palva’s 
method. In the majority of these cases the results 
were unsatisfactory. 

In two of the twenty-eight cases in which Albee’s 
procedure was used the operation failed. In one, 
the failure was due undoubtedly, and in the other 
apparently, to a too-short transplant. in a far- 
advanced case of tuberculosis of the lumbar spinal 
column, the result was only moderately successful; 
the transplant had little corrective effect on the 
kyphosis. In ten cases there were burrowing 
abscesses; in five, they had opened spontaneously 
and caused the formation of a fistula. Closed pal 
pable abscesses were opened by puncture before 
operation and injected with iodoform-glycerin. 
In a patient 18 years of age, the abscess entirely 
healed after wide opening, cleansing with carbolic 
acid, and suture; in the other cases of large abscesses 
a successful result was rare. In one case in which 
shortening of the transplant was necessary, that of a 
6-year-old patient, an abscess developed after the 
operation. 

Paralytic phenomena should be overcome by 
conservative measures. This retrogression was seen 
only at the very beginning of pressure symptoms; 
in advanced cases the condition did not alter. 
Experience with laminectomy during the same 
period (improvement in 40 per cent) showed that 
when conservative treatment has failed, operation 
to relieve pressure is urgently indicated to save life. 
Inthe only casein which the cervical vertebral column 
was ankylosed a very good result was obtained. 

The operation should not be performed before 
the second year of life. Contra-indications to bone 
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transplantation are signs of paralysis, burrowing 
abscesses with fistula, and advanced visceral disease 
(lungs, kidneys). When four or five vertebre are 
involved the prospect of cure is slight. 

The best results are obtained by early operation. 
In 70 per cent of the cases operated upon by the 
author the condition was improved. In the early 
cases the spine became capable of weight bearing 
and the symptoms disappeared. GUEMBEL (Z). 


Tuffier: Osteomyelitis of the Lower End of the 


Femur Treated and Cured by Anti-Staphylo- 
coccus Medication and Puncture with Aspira- 
tion of a Deep Abscess (Ostéomyélite de l’extré- 
mité inférieure du fémur traitée et guérie par la 
médication antistaphylococcique et une ponction 
avec aspiration de ]’abscess profond). Bull. et mém. 
Soc. de chir. de Par., 1923, xlix, 667. 


A o-year-old child with symptoms of acute 
osteomyelitis of the femur was treated by the in- 
jection of 1 c.cm. of staphylococcus vaccine corre- 
sponding to four billion staphylococcus aureus 
and one and one-half billion staphylococcus albus. 
The following day an injection of '/;. c.cm. of vac- 
cine corresponding to 500 million staphylococcus 
aureus and 200 million staphylococcus albus was 
given. The third day the temperature fell and the 
swelling on the internal aspect of the thigh became 
fluctuant. Five days after the onset, 300 gm. of 
pus were withdrawn by puncture, and '% ccm. 
of vaccine was injected. Subsequently two more 
injections of vaccine were given in the hospital and 
the child was sent home. During the following 
month, two more injections were given. The pus 
showed pure staphylococcus aureus. 

Ultimately a complete cure with good function 
and negative X-ray findings was effected. 

In the discussion, both Broca and Grégoire were 
inclined to doubt that osteomyelitis has ever been 
present as the roentgenogram showed nothing to 
indicate it. As the point was established that 
changes appear in the trabecule only after the 
disease has been present a month or so, Tuffier 
stated that he would have the bone rayed again 
later. KeLLocG M.D. 


Seiffert: Transplantation of Knee Tendons (Zur 
Ueberpflanzung der Kniesehnen). Beitr. +. klin. 
Chir., 1923, CXxix, 471. 

The author reports twenty-nine transplantations 
of knee tendons, twenty-six of which were done 
because of quadriceps paralysis. If the gait is 
sufficiently steady in spite of such paralysis, opera 
tion is not considered. Only uninjured muscles 
may be safely transplanted. The biceps is well 
adapted to this operation, but it is advisable to 
transplant at the same time a median flexor and to 
suture the vastus medialis and biceps to the patella. 
The gracilis is preferred to the semitendinosus 
because it is more superficial and is very easily freed. 
The sartorius is used only when there is nothing else 
left. The semimembranosus is not available because 


251 


it is necessary to secure the joint against over- 
extension. Silk sutures are used. The results have 
been uniformly good. Scumipt (Z). 


FRACTURES AND DISLOCATIONS 


Rugh, J. T.: The Differentiation of Sprain Frac- 
tures and Congenital Anomalies. Therap. Gaz., 
1923, 3 S. XXXix. 609. 

The author has been impressed with the possibil- 
ity for error in the diagnosis of so-called sprain 
fractures, especially those occurring in the hands or 
feet. The layman will invariably attribute the con- 
dition to the injury, whether this was mild or severe, 
and there is no doubt that the relationship between 
trauma and the results is often misinterpreted. 
Frequently an anatomical anomaly causes no dis- 
turbance until some slight strain occurs and then 
the pain and disability resulting is disproportionate 
to the severity of the trauma. This is often true of 
conditions of the lower back. 

The recognition of a sprain fracture of the ankle 
following a misstep is generally easy, and the X-ray 
examination will show a small layer of bone torn 
off at the point of ligamentous attachment. In 
other cases with similar symptoms the X-ray 
discloses a supernumerary bone or a discission of 
the bony parts which simulates a fracture, but is in 
reality a congenital anomaly. 

Rugh discusses a case diagnosed as a sprain 
fracture in which a tibiale externum was found at 
the inner edge of the scaphoid and an os trigonum 
at the posterior edge of the astragalus' In another 
case similarly diagnosed the symptoms were due 
to spina bifida occulta. 

The most common anomalies in the foot are the 
tibiale externum, the os trigonum, and the os ver- 
salianum at the base of the fifth metatarsal. Less 
common are a secondary os calcis near the head of 
the astragalus, an intercuneiform, an intermetatar- 
sum, and a sesamoid in the tendon of the peroneus 
longus. A variation in the sesamoids in the tendon 
of the plantar flexor of the great toe may suggest 
fracture. Two sesamoids are common, but in some 
cases three or four may be present. 

Knowledge of these anatomical variations is of 
importance in the interpretation of skiagrams, 
particularly because of their medicolegal aspects. 

R. C. Lonercan, M.D. 


Lambotte, A.: What Is the Best Time for Osteo- 
synthesis in Recent Fractures? (Quel est le 
meilleur moment pour pratiquer |l’osteo-synthese 
dans les fractures recentes?). Arch. franco-belges 
de chir., 1923, XXvi, 57. 


In Lambotte’s opinion the length of time opera- 
tion should be delayed after fiacture is as follows: 

1. Fractures of the humerus, radius, and ulna, 
oblique fractures of the leg, diaphyseal fractures in 
children: not less than eight days. 

2. Fractures of the shaft of the femur in adults: 
twelve to fifteen days. While muscular contraction 
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and infiltration of the soft parts are theoretical 
objections to such a long wait, they are of no prac- 
tical importance, especially when methods of trac- 
tion can be used in the interim. 

3. Epiphyseal fractures:’ delay in union is rare; 
therefore long delay of operation is unnecessary. 

4. Fractures of the condyles of the humerus in 
children: from four to six days. 

5. Fractures of the tibiotarsal joint: from ten to 
fifteen days. 

6. Fractures of the femur: fifteen days. 
7. Fractures of the patella: from eight to ten days. 

KELLOGG SPEED, M.D. 


Albanese; A.: An Experimental Contribution to 
the Study of Wolff’s Law in the Healing of 
Fractures (Contributo sperimentale allo studio 
della legge di Wolff nel processo de guarigione delle 
fratture). Policlin., Rome, 1923, xxx, sez. chir., 
337- 

In fractures produced in animals the author 
studied osteogenesis by means of injected alizarine 
which has a predilection for neo-osseous formations 

The findings fully demonstrated the principles of 
Wolff’s law in regard to the transformation of bone 
and the physiopathology of fractures. They con- 
formed also to the principle of the trophic action of 
functional stimuli on the process of osseous neofor- 
mation and demonstrated the diversity between 
anatomical and functional consolidation of fractures. 

W. A. BRENNAN. 


Imbert, L.: The Treatment of Pseudarthrosis by 
Injections of Fracture Serum (Traitement des 
pseudarthroses par les injections de sérum de 
fracture). Presse méd., Par., 1923, xxxi, 681. 


A fracture is not aided in healing and a pseudar- 
throsis is not cured by the ingestion of calcium pre- 
parations. After fracture, the blood contains the 
same quantity of calcium as before, since the 
absorption of this element is not increased. On the 
other hand, the site of fracture suddenly acquires 
the power to utilize calcium in the formation of 
callus. In the author’s opinion, this suddenly ac- 
quired power may be due to the presence in the 
blood of the secretion of some gland or tissue which 
is stimulated by a substance elaborated at the site 
of fracture and carried in the circulation. If this 
assumption is correct, it appears logical to assume 
that consolidation would not occur if one of these 
substances was lacking and that it would occur if 
it were added to the blood by the injection of blood 
serum from a person with a healing fracture. 

The author believes that when pseudarthrosis or 
delayed union are not due to an anatomical condi- 
tion such as a great loss of bone substance, faulty 
approximation, or the interposition of muscle, the 
subcutaneous injection of blood serum from a 
patient with a fracture about thirty days old and 
in the process of normal union is indicated. He 
injects 5 c.cm. of blood serum taken immediately 
after coagulation of the drawn blood. The donor 
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must be free from infectious diseases and must have 
a negative Bordet-Wassermann test. Various sera 
should be tried until one is found that is active. 

In six cases of pseudarthrosis treated in this 
manner there were no unfavorable complications. 
In four, solid union resulted quickly, but in two, the 
consolidation was not permanent. 

Wa ttTerR C. Burkert, M.D. 


Brisset: Decapitation of the Humerus with Intra- 
Coracoid Dislocation of the Diaphysis (Decapi- 
tation de Vhumerus avec luxation intra-coracoi- 
dienne de la diaphyse). Bull. et mém. Soc. de chir. 
de Par., 1923, xlix, gor. 


The case reported was that of a man who fell upon 
his shoulder from a bicycle. The diaphyseal frag- 
ment was pushed upward toward the axilla. An 
attempt at extension with a Delhet apparatus was 
unsuccessful. Bloodless reduction of the diaphyseal 
fragment was effected under anesthesia, but coap- 
tation with the humeral head could not be main- 
tained and retention was possible only with the use 
of along Lambotte screw. Function was restored by 
the end of a month. 

In discussing this case, Hallopeau remarked that 
it was one of horizontal fracture of the surgical neck 
at its upper end. He had had ten such cases of 
transverse fracture with diaphyseal displacement and 
believes that the operative method of reduction is 
the only method indicated. The use of screws for 
retention is not always necessary; in several of his 
cases the reduction of the fragments was maintained 
by the muscles. W. A. BRENNAN. 


Goddu, L. A. O.: A Report of Unusual Gas Infec- 
tion with Compound Fracture and Bridging 
of New Bone without a Bone Transplant. 
J. Bone & Joint Surg., 1923, v, 804. 


This article reports the case of a boy, 19 years of 
age, whose left arm and right hand were mangled in 
an accident March 21, 1921. Repair of the lacerated 
area was effected, but twenty-four hours later the 
patient was referred to the author in poor condition, 
with a temperature of 103.5 degrees F’. and a weak 
pulse. 

Under anesthesia, all sutures were removed, mul- 
tiple incisions were made, and Dakin’s treatment 
was begun. The next day the condition was much 
improved. An area on the dorsal surface of the fore- 
arm was exposed for a distance of 6 in., down to the 
ulna. Under conservative measures the general 
condition improved and the wound filled with granu- 
lations. The X-ray at this time showed the loss of 
3in. of the radius. Passive motion and massage were 
begun long before the wound healed. 

On May 6, a small piece of bare bone was removed 
from the region of the ulna. This had evidently pre- 
vented healing. Active exercises and massage led 
to steady improvement. On July 7 the patient was 
advised to return to work. 

A roentgenogram made in August, 1921, showed a 
bridging over of the 3-in. gap in the radius with solid 
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bone. ‘The patient was able to rotate the forearm, 
a function which had been impossible before. By 
March, 1922, an excellent result had been obtained. 
Slight adduction of the hand was the only evidence 
of deformity. 

A number of roentgenograms are reproduced to 
show the extraordinary activity of bone growth. 

Frank G. Murpuy, M.D. 


Boehler, L.: The Functional Mobilization Treat- 
ment of the Typical Fracture of the Radius 
(Die funktionelle Bewegungsbehandlung der typ- 
ischen Radiusbrueche). Muenchen. med. Wchnschr., 
1923. Ixx, 387. 

According to the most recent estimates, typical 
fractures of the radius constitute about 25 per cent 
of all fractures. The results of the former immo- 
bilization treatment, which in favorable cases re- 
quired about ‘orty-two days, are unsatisfactory. 
By the term “functional mobilization treatment” 
Bochler means that the reduced fragments are kept 
completely and continuously at rest but movement 
in many or all of the joints is maintained. The still 
common practice of placing a fracture of the radius 
at rest in maximum volar flexion and ulnar abduc- 
tion with a Schede splint is to be condemned. This 
immobilizes not only the fracture fragments but 
also all nearby joints in a position which, in the 
cases of persons over 4o years of age, will cause stiff- 
ness in one week, a stiffness which cannot be re- 
lieved. Moreover, since in volar flexion the exten- 
sors become over-stretched, they tend to shorten 
and, as a result, a new displacement of the reduced 
fragments often occurs. To prevent this, the hand 
must be fixed in a position which relaxes the flexors 
and extensors equally. 

Reduction of the fragments can be accomplished 
satisfactorily only when all pain and the muscle con- 
traction caused by it are prevented by general or 
local anesthesia. Usually it may be effected by 
strong, even traction and counter-traction in a 
longitudinal direction. If this fails, the author 
places the forearm just above the fracture site on a 
block of wood covered by a cushion, and while 
maintaining longitudinal traction, flexes the peri- 
pheral fragment first volarward and then ulnarward, 
simultaneously pronating the hand. He then applies 
an unpadded dorsal plaster-of-Paris splint 25 cm. 
long and 12 cm. wide with the wrist joint in exten- 
sion or slight dorsal flexion, the proximal finger 
joints being left free. The longitudinal traction and 
the support of the fragments are continued until the 
plaster of Paris hardens. 

The patient begins active movement of the fingers 
and elbow joint on the first day. After two or three 
days the hand may be used with caution. The 
splint is left on continuously for three weeks. The 
capsular and ligamentous apparatus of the wrist 
will not shrink as the tendons of the exercised fingers 
continuously glide over it. The remaining limitation 
of motion usually disappears within a week after 
the removal of the splint. BRUNNER (Z). 
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Massart, R., and Cabonat, P.: Traumatic Lesions 
of the Wrist in Children: Late Results (Les 
lésions traumatiques du poignet chez l'enfant: ré- 
sultats eloignés). Lyon chir., 1923, xx, 67. 


The authors studied the late results in the follow- 
ing eighty-eight cases: sprains of the wrist and epi- 
physeal separations of the radius without displace- 
ment, nineteen; epiphyseal separations with dis- 
placement, twenty-five; fractures of the radius 
alone, eighteen; fractures of both bones in the lower 
fourth (green-stick type), ten; fractures of both 
bones with overriding, sixteen. 

In nineteen cases of sprain with slight epiphyseal 
separations, eleven showed a perfect anatomical 
and functional result and three a shortening of the 
radius of from 0.5 to 1.05 cm. but normal function. 
In three others there were satisfactory functional 
results but complaint was made of spontaneous 
pain and in two of these there was slight limitation 
of supination. The author ascribes the pain to a 
slight tearing away of the styloid process. Two 
cases showed serious disturbance of osteogenesis, 
arrest of growth, and radial deviation of the hand. 

If the radial diaphysis is shortened it is also 
broadened. Poland has observed very appreciable 
differences in length after unimportant clinical 
lesions. Anomalies in diaphyseal thickening and 
the arrest or slackening ot growth are not in accord- 
ance with the importance of the separation and are 
not dependent on poor reduction. Ollier was unable 
to obtain arrest of growth experimentally by pro- 
ducing epiphyseal separation, but concluded that 
the traumatism may. localize an infection and that 
the latter may be a factor. However, in sprains 
of the wrist and epiphyseal separations without 
displacement the results as to growth and function 
are usually excellent. 

Of the twenty-five cases of epiphyseal separation 
with displacement, nine showed perfect anatomical 
and functional results. In sixteen the functional 
results were excellent and the deformities which 
were present at the beginning had practically dis- 
appeared. The radial epiphysis in its backward 
displacement separates the periosteum usually over 
one-third the length of the posterior surface of the 
bone and frequently tears off a small cuneiform 
fragment. Callus fills in between the diaphysis and 
the periosteum, resorption takes place on the 
opposite side of the bone, and in time the mass is 
molded remarkably like the original bone in form 
and structure so that subsequent determination of 
the exact lines of fracture is almost impossible. 
The authors have not observed arrest of bone growth 
after epipyseal separation with great displacement. 
In some cases unexpected modifications of structure 
of the diaphysis near the conjugal cartilage without 
change in the epiphysis have been noted. 

Simple fracture of the radius heals without leaving 
any trace, even in the roentgenogram. 

Green-stick fractures require reduction of the 
angulation even though it appears negligible. 
Because frequently such fractures are painless, 
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parents neglect them. The callus will mold the 
angulation, but the abnormal orientation of the 
conjugal cartilage may lead to progressive dis- 
location of the radio-ulnar articulation and limita- 
tion of pronation and supination. Diaphyseal 
elongation accentuates an angulation already present 
and causes a lesion producing serious functional 
impotence of the wrist. The author has done four 
cuneiform osteotomies for this type of fracture 
which had been left unreduced. 

Fractures of the radius with overriding are usually 
accompanied by fractures of the ulna at the same 
level. This type of fracture with backward dis- 
location of the lower fragment is frequently ir- 
reducible. After unsuccessful attempts at reduction, 
they are left to heal in a position that will prevent 
outward deviation of the lower fragment. Complete 
amplitude of movement was_ re-established in 
four to six weeks. Antero-posterior thickening 
from overriding disappears in one year through 
callus molding and resorption. In from eighteen 
months to three vears the compact tube is re-formed 
but remains a little thick; after this time no trace 
of the fracture is found and no difference is noted in 
the two sides. 

An ulnar styloid fracture is frequently not solidi- 
fied by bony callus and may form a supplementary 
center of ossification. Clinically the detached 
styloid acts as a normal styloid. A slight sprain 
with tearing of the styloid may cause discomfort 
during lifting or the handling of an implement and 
local pain on pressure over the styloid. 

Ulnar lesions are perfectly repaired and the 
absence of consolidation of the styloid causes no 
complication. 

A study of the end-results of injury to the wrist 
shows that serious late diaphyseal lesions may 
follow slight trauma and that grave lesions are 
frequently well repaired. Angular fractures of the 
lower end of the radius not reduced at the beginning 
should be treated by cuneiform osteotomy. In 
order to avoid secondary luxations of the ulna due 
to the gradual incurving of the radius the articular 
surface of the radius must be replaced in its primary 
position. Water C. Burket, M.D. 


Haubensack: Rib Fractures and Their Sequelz 
(Ueber Rippenfrakturen und ihre Folgezustaende) 
Arch. f. orthop. u. Unfall-chir.. 1923. xvi, 551. 

On the basis of 1,156 Swiss Accident Insurance 
cases of rib fracture, the author discusses the 
mechanics of direct and indirect fractures and those 
caused by muscle traction during coughing, sneezing, 
and labor. The clinical findings are described in 
detail. The diagnosis of rib fracture is usually easy, 
but sometimes very difficult. Without the use of the 
-X-ray it may be impossible to differentiate it from 
a simple bruise. Dislocation and false mobility are 
found in only 5 per cent of the cases, and crepitation 
is noted in only 17 per cent. The condition is sug- 
gested by circumscribed tenderness on pressure, 
the tendency of the patient to favor the injured side, 


and an irritation cough. The roentgenogram is often 
doubtful. 

The complications and their incidence are as 
follows: dry traumatic pleurisy, 4.8 per cent; lung 
injury, 4.4 per cent; hemoptysis, 2.1 per cent; 
haemothorax (not positive proof of lung penetration, 
as it may be caused by injury to the intercostal 
arteries or the internal mammary artery), 1.7 per 
cent; pneumothorax, 1.3 per cent; emphysema of the 
skin (seldom generalized), 2.7 per cent; and per- 
sistent pain at the point of fracture (chiefly callus 
pain, rarely genuine intercostal neuralgia). Active 
pulmonary tuberculosis developed after the injury 
from a previously latent process in only four cases. 
Injury to the heart and pericardium is rare. ‘Tearing 
of the diaphragm with hernia occurred in only two 
cases, and both of these were fatal. 

Complete recovery results in 97.5 per cent of the 
cases. The mortality is 1.8 per cent. Compensation 
is necessary in only 0.7 per cent of the cases (ac- 
cident neuroses, persisting pain due to pleural 
adhesions, traumatic pulmonary tuberculosis, pain- 
ful rib callus, impairment of the movement of the 
shoulder due to an impinging callus). In uncom- 
plicated cases the average duration of disability is 
three and six-tenths weeks. 

In uncomplicated cases rest in bed is often un- 
necessary, narcotics and adhesive dressings being 
sufficient. This treatment is adequate also in 
pleurisy, haemothorax, pneumothorax, and em- 
physema of the skin. In cases of severe hemorrhage 
and those of tension pneumothorax with progressive 
emphysema of the skin, the pleural cavity should be 
widely opened, the lung pulled out, and the torn 
lung edges sutured to the chest wall (Koenig). In 
cases of progressive emphysema of the skin without 
pneumothorax and in cases of adhesion between 
the leaves of the pleura, incision at the site of frac- 
ture and tamponade of the wound by Perthes’ 
method are indicated. Mat (Z). 


Orator, V.: The End-Results in Fractures of the 
Pelvis: A Report on Seventy Cases Treated 
During the Years 1991-1921 (Dauerergebnisse 
bei Beckenfrakturen: Bericht ueber 70 Faelle der 
Jahre 1901-1921). Arch. f. klin. Chir.. 1923, xxiv, 
387. 

The author reports the experiences at the von 
Eiselsberg clinic in seventy cases of fracture of the 
pelvis treated during the last twenty years and 
discusses the articles of Malgaigne, Rose, Menerer, 
and Kusmin. The article on the subject by Thiem is 
important from the standpoint of traumatic surgery, 
but does not deal with war injuries of the pelvis. 

Of the seventy cases reviewed, sixty-one could be 
traced. From the anatomical standpoint, the author 
divides the material into anterior circular fractures 
with and without complications, acetabular frac- 
tures, avulsions of the crest of the ilium, posterior 
circular fractures, double vertical fractures, and 
contusions. The case histories, the typical fracture 
splints, and the complications are discussed. In 
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39 per cent of the cases the treatment was success- 
ful and in 22 per cent it failed. Anterior circular 
fractures and marginal fractures made up 80 per 
cent of the total number; acetabular fractures, 50 
per cent; and posterior circular fractures and Mal- 
gaigne’s fractures, 25 to 30 per cent. Fractures of 
the pelvis occurring at an advanced age have a very 
poor prognosis. Jexn (Z). 


Goddu, L. A. O.: The Treatment of a Case of 
Intracapsular Fracture of the Hip by the Whit- 
man Method. J. Bone & Joint Surg., 1923, v, 808. 


The author reports the case of a patient 56 years 
of age who, in a fall, sustained an intracapsular 
fracture of the left hip with overriding of 1 in. 

Under full anesthesia the leg was forcibly ad- 
ducted and extended until it was the same length 
as the normal leg. Manipulation and abduction 
were made to bring the broken ends into approxima- 
tion, and a plaster cast was applied. The cast in- 
cluded the entire left hip and limb and the right leg 
to the knee. X-ray examination at the end of seven 
weeks showed excellent position. At the end of nine 
weeks the cast on the right leg was removed and the 
patient was allowed to get up. At the end of eleven 
weeks the cast was entirely removed and the X-ray 
again showed excellent position. The plaster cast, 
which was bivalved, was worn during the day for 
protection, but removed at night, this being done 
for two months. When discharged, the patient was 
able to walk without crutches or support. 

In the author’s opinion the Whitman method of 
treating intracapsular fractures of the hip is ideal 
if the case is seen early and coédperation is obtained. 
Extreme abduction is essential. Protection of the 
hip should be continued for a considerable time 
after union has occurred and may be readily ob- 
tained by means of a bivalve plaster cast which can 
be removed at night. 

The article is illustrated by a number of roent- 
genograms showing the progress of the case re- 
ported Frank G. Murpny, M.D. 


Campbell, W. C.: Fractures of the Neck of the 
Femur. J. Am. M. Ass., 1923, Ixxxi, 1327. 


In a previous article, the author reported twenty- 
nine cases of intracapsular fractures of the femur, 
in twenty-four of which an excellent result was ob- 
tained. Recently he has made a clinical and X-ray 
study of as many of them as possible, one or more 
years after the occurrence of the fracture, to de- 
termine the nature of the union. 

His discussion of fractures of the hip includes: 

1. Intertrochanteric and subtrochanteric frac- 
—_ These unite more readily than fractures else- 
where. 

2. Impacted fractures. These may unite under 
treatment with rest in bed or any simple method of 
fixation. Usually they are intracapsular. The di- 
agnosis is often impossible without an X-ray exam- 
ination. Weight-bearing may result in dissolu- 
tion of the fragments and permanent disability. 


3. Capital fractures of the head proper. These 
are rare, but may cause serious impairment of joint 
function and require a radical operation. 

4. Intracapsular fractures. In these, non-union 
frequently results. 

Of 227 cases of fracture in the region of the femoral 
neck, sixty-seven were cases of ununited intracapsu- 
lar fractures of several months’ or years’ duration. 
The remaining 160 were cases of fresh fractures 
including seventy-five which were complete intra- 
capsular, nineteen impacted, fifty-nine trochanteric, 
two impacted trochanteric, and five capital. 

In all cases of intracapsular fractures the Whit- 
man abduction method was employed as a routine 
and a plaster cast applied. 

In the aged, bony union is very slow. The X-ray 
may show the fragments in perfect apposition at 
the end of six months and there may be every 
clinical evidence of bony union, but later, as 
weight is borne, bending of the neck, coxa vara, and 
complete separation of the fragments may result. 

In twenty-one cases of intracapsular fracture 
examined from one to five years after the injury the 
results were as follows: non-union, one; fibrous union, 
two; doubtful union, two; solid bony union, sixteen. 

Of twenty cases of ununited fracture of the hip 
operated upon by the author by the method he 
described in 1919, fourteen were cured, two were not 
benefited, one was improved, and in three it is too 
early for conclusions as to the outcome. Union can- 
not be affected after extreme atrophy has super- 
vened, but usually results when the fracture is less 
than a year old. 

A graft is usually absorbed in two years. 

G. Murpuy, M.D. 


Huebner, A.: The End-Results of the Treatment 
of Fractures of the Neck of the Femur; Also 
a Contribution on Non-Operative Treatment 
(Endergebnisse der Behandlung von Schenkelhals- 
bruechen; zugleich ein Beitrag zur Frage der 
unblutigen Behandlung). Klin. Wehnschr., 1923, 
ii, 1165. 

Of 135 cases of uncomplicated fractures of the 
femoral neck which came to the clinic of the Charité 
Hospital in the period from 1912 to 1921 after treat- 
ment by various methods in other institutions, 74.8 
per cent showed non-union. The examinations were 
made from three months to thirty-two years after 
the injury. In discussing the functional results, the 
author calls attention to the fact that fibrous union 
may give good function and that limping is some- 
times due to impairment of the ability to bear weight 
rather than to shortening. In the cases reviewed it 
was found that the chief cause for non-union was too 
early weight-bearing. In most instances extension 
or a plaster cast had been used. 

The factors of chief importance in the treatment 
are exact coaptation of the fragments and the pre- 
vention of weight-bearing for a considerable length 
of time. A cure is possible even in the cases of 
persons of advanced age. For fixation, the old exten- 
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sion and plaster casts are the best. The prognosis is 
favorable if the roentgen ray shows good coaptation. 
When coaptation fails, operation should be limited 
to subcapital fractures. Fixation is best obtained 
with a well-made plaster cast. HAcKENBROCH (Z). 


Alglave: Comminuted Fracture of the Lower End 
of the Femur; Osteosynthesis by the Trans- 
patellar Route; Good Result (Fracture com- 
minutive de l’extrémité inférieure du fémur; ostéo- 
synthése par voie transrotulienne; bon résultat). 
Bull. et mém. Soc. de chir. de Par., 1923, xlix, 1906. 


A man, aged 23 years, fell 20 meters, landing on 
his feet. For two hours after the accident he was 
unconscious. The X-ray showed a displaced, com- 
minuted fracture of the lower end of the femur at 
the epiphysis. This extended into the articulation 
so that three fragments were formed by the internal 
and external condyles and the trochlea. The shaft 
of the femur was displaced anteriorly and lifted 
up the structures above the patella. A bloody 
discharge drained from the joint. 

Fifteen days after the accident, which was as 
early as the patient’s general condition would allow 
it, an open reduction was done by the transpatellar 
route. The patella was sectioned in its middle and 
lower thirds with a Gigli saw and the blood and 
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intra-articular clots were evacuated. The trochleg 
was detached and wrapped in a sterile compress, 
The condyles were fixed together by means of q 
Lambotte screw, and when they were well approxi- 
mated the trochlea was brought against them by 4 
screw driven from each condyle toward the tro. 
chlea. The reconstructed epiphysis was fixed in 
good position on the diaphysis by a long Lambotte 
screw driven from the internal and external condylar 
tubercles toward the diaphysis and the patella and 
lateral patellar fibrous structures were reconstructed 
by patellar sutures of horsehair. The leg was then 
placed in a metal gutter. 

The postoperative recovery was uncomplicated, 
On the twenty-eighth day the gutter support was 
removed and active mobilization of the knee was 
begun. The patient walked on the fortieth day. 

Three months after the operation he walked for 
three consecutive hours without the aid of a cane 
and without fatigue. The articular movements are 
somewhat limited but are improving. The roent- 
genogram shows a normal epiphysis, no exuberant 
callus, and no bony rarefaction around the screws. 

Because of the ease of local novocaine injection, 
the author is tempted to remove the screws in spite 
of the very reassuring local condition. 

Water C. M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Ranzi, E., and Albrecht, O.: Arterial Air Embolism 
Following Operations and Injuries of the Lung 
(Ueber arterielle Luftembolie nach operativen Ein- 
eriffen und Verletzungen der Lunge). Mitt. a. d. 
Grenzgeb. d. Med. u. Chir., 1923, xxxvi, 709. 


In the authors’ opinion, the conditions formerly 
thought to be “pleural reflexes” are nothing other 
than gas emboli which enter the general circulation 
by way of an opened pulmonary vein. 

Following an exhaustive review of the literature 
on the subject, four cases observed at the Eiselsberg 
clinic are reported. The first two were fatal. 
Although no embolus was demonstrable at autopsy, 
the authors believe that embolism was present as 
it was indicated by a typical clinical picture. In 
the two other cases complete recovery resulted. Of 
special interest was the last case, which was brought 
into the hospital for the treatment of a puncture 
wound. After closure of the external chest wound 
by suture, tension pneumothorax and air embolism 
developed as the result of an attack of coughing, 
and there then appeared a series of focal symptoms 
which were attributed to sudden severe injury of 
the cortical function. 

For such cases the authors recommend wide expo- 
sure and suture of the lung under differential pres- 
sure by Sauerbruch’s method. RIEDER (Z). 


BLOOD AND TRANSFUSION 


Moons, E.: Observations in a Case of Autotrans- 
fusion (Beobachtungen bei einem Fall von Auto- 
transfusion). Vlaamsche geneesk. tijdschr., 1923, iv, 
189. 

The question whether or not transfusion of blood 
should be done after an ectopic pregnancy is still 
undecided. It is believed by many, particularly 
Belgian surgeons, that measures to combat the 
anemia following an operation are unnecessary as 
a case is rarely lost from exsanguination. The 
author favors the autotransfusion of the blood found 
in the abdominal cavity. He frees this of coagula 
by squeezing it through compresses. In one case, 40 
per cent sodium citrate was added to about 550 
c.cm. of the blood which was filtered twice. The 
patient died twenty-one hours later. The danger of 
autotransfusion is greater the sooner the transfusion 
is given after the first hemorrhage. The author 
therefore advocates injecting the blood mixed with 
physiological salt solution or glucose and without 
sodium citrate. If there is a choice between the 
blood in the abdominal cavity and that of a donor, 
the blood of a donor is to be preferred; the addition 
of sodium citrate is not advisable. Kocu (Z). 


Descarpentries: Injections of Autogenous Hzemo- 
lyzed Blood in Surgery and External Disease 
(Les injections d’autosang hémolysé en chirurgie et 
en pathologie externe). Arch. franco-belges de chir., 
1923, XXVi, 63. 


The author gives injections of hemolyzed auto- 
genous blood in all infections except tuberculosis. 

The procedure requires a sterilized 10-c.cm. 
syringe with a vaselined needle, a sterile wide- 
mouth vessel with a capacity of 60 c.cm., and 20 
c.cm. of sterile water. Ten cubic centimeters of 
blood are withdrawn from the patient by vein punc- 
ture and mixed with the sterile water, one syringe- 
full then being slowly reinjected hypodermically. 

Two or three hours later the mixture in the flask 
has the appearance of jelly. The fibrin is removed 
by stirring with a rod and some of the remaining 
solution is given as a second hypodermic injection. 
A third injection, similar to the second, is given after 


another two or three hours. Discoloration and pain 


at the sites of injection disappear in a few days. 

The author is unable to explain the effect of these 
injections but states that it may be another case of 
similia similibus curantur. It is necessary that the 
leucocytes be hemolyzed by a neutral substance 
such as water. 

The method is simple, rapid, and safe, and re- 
quires no special apparatus. As no foreign protein 
is injected, there is no serum reaction. 

The clinical results vary. Although in severe 
cases the effect of the injections may be surprisingly 
good, the best results are seen in cases of wounds 
complicated by lymphangeitis or erysipelas. Cases 
of this type may be cured in twenty-four hours. In 
localized infections, pain, and lymphatic streaks 
disappear. Pus forms in the wound or around the 
infecting body. In septicemia the effects are more 
marked the later the stage of the condition when the 
injections are given. In cases of long standing, a 
series of injections given at intervals of two or three 
days may be necessary. The foreign body respons- 
ible for the infection must be removed. There is an 
increase in the polymorphonuclear leucocytes. 

Four cases of infection are reported. The author 
has obtained good results with the method also in 
influenzal bronchopneumonia, pelvic infection in 
women, and impetigo and osteomyelitis in children. 
In surgical cases it may be employed to stimulate 
the leucocytic defense. KELLOGG SPEED, M.D. 


DeBiasi, B.: Studies on Iso-Agglutinins in the 
Blood of the Newborn. J. Am. M. Ass., 1923, 
Ixxxi, 1776. 


Mothers may act as donors for their newborn 
infants without compatibility tests for agglutination 
and hemolysis. 
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If tests are contemplated, the cross-agglutination Krumbhaar, E. B.: The Hemolytopoietic System 
test should be chosen in order to prevent the re- in the Primary Anemias, with a Further Note 
jection of the mother donor in case she is found to on the Value of Splenectomy. Am. J. \/. Sc., 
belong to an incompatible group. 1923, clxvi, 329. 

The corpuscles of the newborn infant have their The article is a compilation of the most approved 
quota of receptors. This is shown by the fact that theories as to the hemolytopoietic balance and the 
in all of too cases reviewed the newborn babies were methods of estimating the amount of blood-cell 
grouped successfully according to the Moss classi- formation and destruction. The results of splenec- 
fication. tomy in various diseases are shown in the following 

Successful transfusions done at the Harlem table: 

Hospital, New York City, from mothers who were 
found to belong to groups incompatible with those 
of their respective newborn infants, demonstrated 
that mothers may be used with impunity without 
any danger whatsoever. 


RESULTS OF SPLENECTOMY IN MEDICAL 
DISEASES 


Post 
Rec- 
Valassopoulo: The Hemolytic Action of Sodium Num-  lopera. Ap. 
Citrate (Sur l’action hémolytique du citrate de Disease death 
soude). Bull. et mém. Soc. méd.d. hép. de Par., 1923, 
3 S. XXXiX, 363. |month) 


In the case of an elderly patient with angina who) ~ 


Im- | par- 
proved|proved) ently 


was advised to take 5 gm. of sodium citrate a day a Splenic anemia. . 


hemorrhage from the mouth and throat occurred a 
few minutes after half the dose had been taken in 
half a glass of water. Thirty-six hours previously a 
tooth abscess had been opened with the galvano- 
cautery. The hemorrhage from this wound was 
stopped by digital compression. No blood escaped 
with the abscess contents. In the author’s opinion 


Gaucher’s disease 


Von Jaksch’s dis- 


CABO. 


jaun- 


1c 


ane- 


Myelogenous ‘Teu- 


Liver cirrhosis . 


splenomeg- 


the hemorrhage was not due to detachment of the 
eschar, and as there were no signs of hemophilia or 


nomegaly 


arteriosclerosis, these conditions could not have been Malarial spleno- - | 
mega 
responsible for it. Subsequent extraction of the — jemorhagic dia. | | 
tooth was not attended by hemorrhage. hes one eo oe 
| 
1 


Valassopoulo believes that sodium citrate is apt | 100 | 17.6 | 133 | 38 sor | 177 
to cause hemorrhage if it comes in contact with 
such lesions as gastric ulcers, and that therefore 
great care is necessary in its use. 


Spreep, M.D. 


+The postoperative mortality j in recent reports of this s dikease is is no 
higher than the average of other diseases of the list. 


R. STEINKE, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Nye, R. N., and Mallory, T. B.: A Note on the 
Fallacy of Using Alcohol for the Sterilization of 
Surgical Instruments. Boston M. & S. J., 1923, 
clxxxix, 561. 

In two cases operated upon with a Bard-Parker 
knife blade which had been thoroughly washed with 
hot water and soap, rinsed with scalding water, and 
immersed in 70 per cent alcohol death occurred in 
forty-eight hours from gas-bacillus infection. 

Experiments to determine the effect of the 70 per 
cent alcohol on a gas-producing sporulating anaérobe 
showed abundant growth and gas after incubation 
for twenty-four hours at 37.5 degrees C. It there- 
fore seemed logical to infer that probably in at least 
one, and possibly in both, of the fatal cases death 
was due to infection at the time of the operation 
from Bard-Parker blades or scissors which had been 
used two or three days previously on a known case 
of gas-bacillus infection. The authors conclude 
that immersion in 70 per cent alcohol for one hour 
will not sterilize instruments grossly infected with 
bacillus aerogenes capsulatus. 

Emit C. RositsHex, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Laskownicki, S.: The Bactericidal Power of Lugol’s 
Solution (Bakterienabtoetung durch Lugolsche 
Loesung). Polska gaz. lek., 1922, i, 781. 


The author found that, iz vitro, Lugol’s solution 
is fifteen times more bactericidal than a 5 per cent 
tincture of iodine solution. 

Staphylococci from bouillon cultures which were 
dried were killed after from one to one and one half 
minutes and the spores of the bacillus subtilis after 
six hours. When Lugol’s solution was mixed with 
equal parts of ascitic fluid, the effect was similar 
to that of a 1:1,000 sublimate solution, and the 
staphylococci were destroyed after forty-five min- 
utes. 

The effect of Lugol’s solution upon tubercle 
bacilli was determined on sputum containing nu- 
merous bacteria. Some of this sputum was treated 
with antiformin and some of it merely stirred in a 
mortar. The dried bacteria were exposed to the 
pure Lugol’s solution for one-half, one, two, three, 
and four hours. The watch glasses were then rinsed 
with sodium thiosulphate and normal sodium 
chloride solution, and subcutaneous inoculations 
were made into guinea-pigs. All of the control 
animals became diseased but the others were still 
healthy after_six’months. 


On the basis of these findings the author has used 
injections of Lugol’s solution in the treatment of 
tuberculous abscess. The results will be reported 
later. Jurasz (Z). 


Graham, C. F.: Tetanus: Its Etiology, Prophy- 
laxis, and Treatment; with a Report of Cases. 
Virginia M. Month., 1923, 1, 480. 


Predisposing causes of tetanus are: (1) punctured, 
lacerated, and bruised wounds, especially of the head 
and extremities which have been contaminated with 
dirt, particles of clothing, etc.. (2) gunshot wounds, 
especially those due to blank cartridges, (3) wounds 
containing foreign bodies, (4) wounds received in or 
near stables, manure pits, hog pens, chicken coops, 
and in fields where horses or cattle have been kept, 
(5) wounds contaminated with street dirt, and (6) 
wounds in which there is considerable destruction 
of the soft parts with suppuration. Tetanus has 
developed even in cases of encapsulated splinters or 
other foreign bodies. 

The exciting cause of tetanus, the tetanus bacillus, 
produces a toxin, some of which, entering the cir- 
culation, becomes fixed protoplasm of nervous tissue, 
and some of which is absorbed by way of the peri- 
pheral nerve filament and, traveling along the axis 
cylinders to the nerve center, becomes fixed to the 
nerve cells, thereby producing the characteristic ner- 
vous manifestations. 

The most important treatment is prophylaxis. All 
wounds should be well opened, thoroughly cleaned 
with hydrogen peroxide, cauterized with phenol and 
iodine, and then left open to heal, being dressed with 
a loose dressing that will not exclude air. If the 
wound is extensive, a dressing wet with Dakin solu- 
tion may be used. Phenol solutions, permanganate, 
boric acid, and bromine water solutions are also re- 
commended. The wound should be allowed to heal 
by granulation. A prophylactic dose of tetanus an- 
titoxin, 1,500 units, should be given as soon after 
the injury as possible, and if pus develops in the 
wound or if it is uncertain that all foreign matter has 
been successfully removed, a second prophylactic 
dose of 1,500 units should be administered on the 
eighth or tenth day. 

The diagnosis is made on the clinical history of a 
wound of a type favoring tetanus and the develop- 
ment, after the proper incubation period, of tonic 
spasms of the following muscle groups not necessarily 
near the wound: the masseters, the posterior cervi- 
cal, abdominal and spinal muscles, and the flexors 
of the extremities. The condition must be differen- 
tiated from strychnine poisoning and tetany. 

In the treatment, a nourishing diet and fluids are 
indicated. The wound should be opened and freely 
drained. The medical or symptomatic treatment of 
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acute tetanus is mainly palliative. Hypodermic or 
intraspinal injections of magnesium sulphate solu- 
tion, which usually stop the spasms, are not with- 
out danger as they have a depressing effect on res- 
piration. The best results have been obtained from 
thorough antitoxin treatment as soon as the possi- 
bility of tetanusis recognized. From 10,000 to 20,000 
units should be given intravenously and 10,000 units 


intramuscularly. Morris H. Kaun, M.D. 
ANZSTHESIA 
White, J. C.: De-Etherization by Means of 


Carbon Dioxide Inhalations, with Some Obser- 
vations on Pulmonary Ventilation and Ether 
Tension During Anesthesia. Arch. Surg., 1923, 
vii, 347. 

Since ether is eliminated chiefly through the lungs, 
its rate of elimination must vary directly with the 
volume of pulmonary ventilation. It is therefore 
logical to supply to the inspired air small quantities 
of carbon dioxide which acts as a natural stimulus to 
the respiratory center. Laboratory findings and the 
clinical results in forty cases in which this was done 
have demonstrated the efficacy of this technique. 

The method described is indicated: (1) when the 
respiration is definitely subnormal either from re- 
duction of the free carbonic acid or from depression 
of the respiratory center other than that due to the 
administration of ether, as in cerebral cases; (2) in 
the cases of persons who have had excessive discom- 
fort after previous ether anesthesias; (3) in cases of 
ventral] hernia and large abdominal wounds which 
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make vomiting especially undesirable; and (4) jn 
cases of shock and toxic conditions in which the dele. 
terious effects of ether must be minimal. 

The method is contra-indicated in cases of ex- 
cessively high blood pressure, severe cardiac com- 
plications, operations on the chest and respiratory 
passages, and severe acidosis. . 

The technique employed consists in supplying car- 
bon dioxide from a tank to the inspired air in such 
easily controllable amounts that it stimulates pul- 
monary ventilation to the desired degree without 
causing fatigue. Ventilation is nearly doubled when 
the carben dioxide of the inspired air reaches 5 per 
cent and is quadrupled when it reaches 6 per cent. 
The treatment is given as soon as the wound is 
closed. The response is instantaneous, pulmonary 
ventilation being raised to from 25 to 35 liters per 
minute. No untoward results have been noted 
following this procedure. 

More study is required before the actual practical 
value of the method can be definitely known, but on 
the basis of forty cases the author draws the follow- 
ing conclusion: 

“The use of carbon dioxide to accelerate de- 
etherization by stimulating respiration confers the 
following benefits: (1) the volume of respiration can 
be raised to any desired level; (2) recovery of con- 
sciousness is from three to five times more rapid; (3) 
the blood pressure, circulation, and color are mate- 
rially improved; (4) nausea, vomiting, and other 
disagreeable subjective sensations following ether 
anesthesia are reduced.” 

GeorceE R. McAuttrr, M.D. 
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ROENTGENOLOGY 


Wood, F. C.: Further Studies in Radiation Dos- 
age. J. Radiol., 1923, iv, 343. 


This article presents the results of studies recently 
carried on in the Crocker Institute of Cancer Re- 
search in which animal tumors were used as indicators. 
The experiments were made with a commercial ma- 
chine running at 170,000 volts. Repeated determina 
tions of human erythema doses showed that about 
fiity minutes with a 4o-cm. skin-focus distance, 5 
ma. through the tube, '/2 mm. of zinc plus 1 mm. 
aluminum gave a good erythema. Under these con- 
ditions the death point of the tumor used as a stan- 
dard (Crocker Fund Tumor No. 180) was found to 
be 250 minutes when only the primary rays acted 
upon it. 

In attempts to determine the effect of scattering 
rays in addition, substances with an absorption cap- 
acity approximately that of human tissue were used. 
When a block of paraffin wax to cm. thick was inter- 
posed 10 cm. above the tumor with a ro by 10 cm. 
field, it was found that the dose required to kill all 
the tumor cells was 675 minutes instead of 250. 
The wax absorbed 63 per cent of the radiation. When 
the tumor tissue was placed directly upon a layer of 
wax or water, only about four erythema doses were 
necessary to kill all the cells. Secondary radiation 
from below apparently supplied the additional dose 
required. Since, in man, a single erythema dose is 
usally sufficient to cure a basal-cell carcinoma which 
does not contain pearls, it would appear that the 
tumor tissue used as an indicator is about three 
and one-half to four times as resistant to irradiation. 

When the tumor tissue was placed between two 
blocks of paraffin 10 cm. thick and the rays were 
allowed to strike the tumor material through a 10 
by ro cm. opening, the skin-focal distance being 
30 cm. and the distance to the tissue 40 cm., the dose 
was 360 minutes instead of 675. This demonstrated 
the importance of the scatter even through a com- 
paratively small opening, nearly one-half of the 
eflect being due to it. When the lead opening was 
increased to 18 by 18 cm., the other conditions re- 
maining the same, all of the tumor cells were killed 
in an exposure of 240 minutes. In the last two series 
of experiments, the skin-focal distance being 30 cm., 
an excessive dosage would strike the surface corres- 
ponding to the skin; therefore a large number of 
portals of entry would be necessary to obtain the 
desired amount of irradiation into the depths. This 
may be partially obviated by increasing the skin- 
focal distance, in which case the differences between 
the skin and depth dose would become less. 

These experiments show that a point is being 
reached where, theoretically, all of the cells in a 


tumor can be killed even at 170,000 volts. The 
permanent cure of cancer means the direct destruc- 
tion of every living cancer cell. Whether this can be 
accomplished in practice can be determined only 
from the clinical application of such facts as have 
been demonstrated. Radiation sickness and the 
effect of the rays upon normal tissues which are 
necessarily irradiated simultaneously with the tumor 
tissue are important factors requiring considera- 
tion. Hartune, M.D. 


Withers, S.: Certain Biological Principles of 
Radiation Therapy. Am. J. Roentgenol., 1923, 
x, 776. 


The fundamental principles of radiation therapy 
presented are divided for logical discussion into 
three groups according to whether the phenomena 
bear upon the physical, histological, or clinical as- 
pects of the cases treated. 

The physical phenomena controlling the reaction 
to radiation depend upon the amount of radiant 
energy absorbed, and this in turn is governed largely 
by the dosage administered. The profound retro- 
gressive changes produced by rays of radium in tis- 
sue cells are ascribed by some investigators to inac- 
tivation of the growth-promoting factors in cells, 
and by others to an increase in the permeability of 
the cells due to injury done the cell walls through 
ionization. It is probable that the direct effect of 
the incident beam of gamma or roentgen rays is 
practically nil, and that the biological effect depends 
almost, if not entirely, upon the amount of ioniza- 
tion produced within the tissues, which is a function 
of the absorption and scattering coefficients. 

The structural characteristics which determine 
susceptibility to radiation are: (1) the state of dif- 
ferentiation of the cells; (2) whether the cells are 
in the process of dividing or resting; (3) the amount 
of chromatin in the nucleus; (4) the character of 
blood supply; (5) the amount of intercellular con- 
nective tissue; and (6) the state of metabolic activity 
of the nucleus in cells which have a secretory func- 
tion. These factors make it possible to predict 
on a priori grounds that the growth will or will 
not retrogress favorably under radiation properly 
applied. The radio-sensibility of cells depends, not 
upon the anatomical location, but entirely upon the 
histological picture presented. 

The clinical conditions which influence the reac- 
tion to radiation may be divided into two groups: 
(1) those purely local in their manifestations, and (2) 
those of a constitutional nature. Among the local 
conditions are round-cell infiltration around the 
tumor, the condition of the vascular and connective- 
tissue stroma, scar-tissue formation, local oblitera- 
tive endarteritis, and lessened resistance due to 
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previous irradiation. Constitutional conditions in- 
clude all those which affect the body as a whole and 
therefore, necessarily, every cell. In the treatment 
of malignancy it is essential to have the physical 
functions of the body as nearly normal as possible. 

According to our present knowledge, all of thé 
neoplastic cells of a tumor must receive a sufficient 
dose of the rays to bring about their destruction, 
because not only can the incompletely irradiated 
elements become a point of origin for a recurrence, 
but weak doses are apt to stimulate. 

In the practical treatment of malignancy with 
radium or the roentgen ray the four chief principles 
to be borne in mind are as follows: 

1. The pathology must be interpreted in terms of 
radio-sensitiveness. 

2. The proper area or areas for irradiation must 
be accurately determined. 

3. The required dose of radiation must be placed 
in the part of the growth showing active prolifera- 
tion in order to stimulate normal tissue resistance 
to the invading neoplasm and obliterate the blood 
vessels and lymph spaces. 

4. The normal tissues must be protected in every 
way possible so that the natural body resistance will 
not be weakened by the destruction of continuity of 
normal tissue stroma, intra- and peri-tumoral cellu- 
lar infiltration, and the formed elements of the blood 
which make up the triumvirate of tissue defenders. 
These must be conserved and stimulated. 

In conclusion, the author states that in the treat- 
ment of neoplastic conditions the use of radium and 
the roentgen rays is just as radical and rational a 
procedure as the use of other physical agents. Ina 
given condition it requires the same surgical judg- 
ment as the corresponding surgical treatment but a 
more complete knowledge of the pathology present 
and a broader biophysical training. 

Hartunc, M.D. 


Wood, F. C.: The Limitations in the Radiotherapy 
of Cancer. V. York State J. M., 1923, xxiii, 446. 


The period of uncritical optimism regarding 
radium therapy is rapidly passing. The limitations 
in radiation therapy are in part physical, in part 
due to the sensitivity of the patient to radiation, in 
part due to the anatomical relations of the tumor, 
and in by far the most important part due to the 
resistance of the tumor to radiation. A cure can be 
obtained only through destruction of the cells of 
the neoplasm itself; there is no evidence of immunity 
to cancer. The connective tissue sclerosis produced 
by heavy raying does not destroy the few cancer 
cells remaining. 

The application of the amount of ray energy 
necessary to destroy the tumor is most easily done 
by inserting the radium into the tumor. Users of 
radium are still far from agreement as to the relative 
merits of the insertion of emanation in glass spicules 
and the use of the element with various metal screens. 
In the use of either, no rays traverse normal tissue 
except those that escape from the tumor itself and 


certainly no beam of ray penetrates normal tissue 
as is the case when the X-ray is employed. 

The lethal action seems to depend not so much 
upon the length of the X-ray or the gamma ray 
of radium but upon the amount of energy set free 
in the individual cell. In X-ray work the low voltage 
usually seems sufficient; the high-voltage treatment 
is therefore reserved for the treatment of deep tumors. 
The tendency seems to be away from voltages above 
200,000, these being used only for the deepest 
tumors. Every radiologist knows that certain 
persons do not bear radiation well and that there- 
fore in such cases deep therapy is out of the question. 
Cachectic persons do not withstand deep radiation 
well. Heavy radiation may cause death within 
a few weeks as the result of progressive anaemia, 
nausea, and the development of a condition re- 
sembling uremia. The fact that, because of the 
long strain, the bone marrow ceases to function 
properly is no doubt an important factor. 

The site of the tumor is an important factor in 
radiation; tumors of the liver and stomach, for 
instance, cannot be irradiated heavily because of 
the serious damage that would be done to the 
pancreas, adrenals, and sympathetic system. In a 
number of cases such radiations have caused death 
following symptoms resembling those of Addison’s 
disease. The results in carcinoma of the stomach 
have been so unsatisfactory that even palliative 
treatment is unwise. Radiation of tumors of the 
scalp, nose, and brain is associated with the danger 
of causing alopecia and injury to the thyroid, 
pituitary, and salivary glands. In such cases, there- 
fore, X-ray treatment can be only palliative. When 
radium can be buried the palliative results are better. 
In lingual and tonsillar cancer excellent and pro- 
longed palliation has been obtained in rare instances. 
Carcinoma of the lip can be cured locally by radia- 
tion but it is far wiser to excise both the lip and the 
nodes. In cases of tumors of the extremities full 
radiation is possible and gives good palliative 
results; some clinics radiate even operable sarcomata 
of the extremities. 

Radiation therapy is limited also by the biology 
of the tumor. It has been shown that whatever 
form of radiation or filtration is used the same tumor 
is killed by the same multiple of the skin erythema 
dose. Thus radium offers no advantage over X-ray 
except that it can be inserted into the substance 
of the tumor and causes less general damage to the 
body than a powerful beam of X-ray which is passed 
through normal healthy tissues to reach the tumor. 
Basal-cell tumors of the skin are radiosensitive and 
in go per cent of the cases are cured by radiation. 
Lymphosarcomata are often radiosensitive. In 
highly vascular tumors astonishing results are very 
often obtained temporarily because the primary 
action of the radiation produces capillary throm- 
bosis which shuts off the blood supply of the central 
parts of the tumor. Eventually, however, this 
leaves a shell of tumor cells surrounding the tumor 
and success depends on the possibility of destroying 
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this shell entirely. The widely heralded carcinoma 
and sarcoma dose of Seitz and Wintz is rapidly being 
abandoned. Tumors of exactly the same histological 
structure often vary greatly in radiosensitiveness. 
Until more is known with regard to radiosensitive- 
ness of tumors radiation therapy is largely empirical 
and recourse should be had to surgery in all cases 
of malignant tumors that are operable. On the 
other hand, all inoperable malignant tumors should 
be subjected to radiation. 

The present field of radiation is the palliation of 
inoperable tumors and prophylactic postoperative 
treatment. We may look forward with confidence 
to greater achievement in the future. In the treat- 
ment of cancer, our hope at present lies in earlier 
diagnosis, prompt and more extensive surgery and, 
in suitable cases, judicious postoperative radiation. 

A. James Larkin, M.D. 


Case, J. T.: An Appraisal of the Newer Methods of . 


Deep Roentgen Therapy. N. York M.J.& Med. 
Rec., 1923, CXviii, 368. 

In Case’s opinion, the outlook for the future of 
deep therapy is good. 

The new methods assume a voltage of 200,000 or 
more volts through the X-ray tube with the pro- 
duction of very penetrating rays. A _ practically 
homogeneous radiation is obtained by the use of 
filters of the denser materials. The author employs 
o.5 mm. of copper and 3 to 4 mm. of aluminium. 
Through an increase in the target-skin distance and 
the use of larger skin areas, advantage is taken 
of increased scattered radiation to obtain a greater 
depth dose. 

There is great need for a biological standard. 
The present standard of a skin erythema dose is 
unstable and differently interpreted by different 
roentgenologists. The best guide at the present 
time is the table of Seitz and Wintz. 

Opinions differ widely on the question as to the 
length of time that should be consumed in the 
administration of a course of intensive treatment 
covering, for example, nine to fourteen hours. At 
one extreme are those who reply one or two days 
while at the other are those who divide the course 
into three series given at six weekly intervals. Case 
prefers to give intensive treatment as rapidly as is 
compatible with the patient’s comfort, and this 
usually means an interval of four to eight days. 

The newer methods of deep roentgen therapy are 
more effective in postoperative cases than radium, 
unless enormous quantities of the latter are avail- 
able. It is probable that malignancy can be attacked 
best by radium from the interior and by the X-ray 
from the exterior. 

Roentgen intoxication, damage to the skin, serious 
blood changes, intestinal disturbances, and the 
stimulation of metastasis are mentioned as possible 
dangers. Roentgen intoxication is a distressing, but 
not a dangerous complication. Few skin reactions 
have been encountered, and their danger is not as 
great as that of insufficient dosage. The blood 


changes and intestinal disturbances are temporary. 
Statistics indicate that the danger of causing meta- 
stasis is not increased. 

In Germany, deep roentgen therapy has been in 
use for about five years. Opitz and Seitz no longer 
operate upon uterine cancers, however early their 
stage. Cuartes H. Heacock, M.D. 


Del Buono, P.: Deep Roentgen Therapy and Skin 
Reactions. Am. J. Roentgenol., 1923, X, 745. 


There is no true idiosyncrasy to the X-rays. 
Hypersensitivity and hyposensitivity are better ex- 
plained by a disturbance in the equilibrium of cells 
than by any specific or selective action. These dis- 
turbances may be due to disease, a toxemia, nutri- 
tional disturbance, local weaknesses as in trophic 
disturbances, or the age of the cell. 

A selective action is manifested on the endothelial 
cells lining the blood and lymphatic vessels. Adipose 
tissue also seems vulnerable if it is present in excess 
and covered by loose, flabby skin. With the advent 
of deep therapy, the dangers from these factors is 
increased. Years afterward, skin necrosis may re- 
sult from injury to the underlying structures, espe- 
cially if there has been trauma. Skin that has been 
subjected to strong radiation should not be radiated 
again and should be protected from external injury 
which may impede nutrition and delay or stop the 
process of recovery. 

The author reviews the literature but does not 
give specific references. 

Cuartes H. Heacock, M.D. 


MuehImann, E., and Meyer, O.: Roentgen-Ray 
Injuries of Deep Tissues (Beitraege zur Roent- 
genschaedigung tiefgelegener Gewebe). Strahlen- 
therapie, 1923, xv, 48. 

The authors report a case of severe injury to the 
intestine due to deep roentgen treatment of an inop- 
erable carcinoma of the uterus in a very obese wom- 
an Three months after the first three series of irra- 
diations, bleeding from the anus occurred but ceased 
in four weeks. A second treatment of three series 
was followed by colitis, severe intestinal hamor- 
rhage, and death at the end of eight weeks. Autopsy 
showed annular necrosis of the sigmoid which had 
become adherent to the shriveled uterus and the 
swollen abdominal wall; two ulcers in the rectum; 
marked distention of the large intestine; a purulent 
phlegmon of the wall of the cecum; circumscribed 
purulent peritonitis; thrombi in the renal and fem- 
oral veins; and severe anemia. The fields irradiated 
were highly pigmented and overlapped. No remain- 
ing carcinomatous tissue was found. 

A second case reported was that of a soldier who 
died of injury to the larynx due to roentgen treat- 
ment for parasitic sycosis following unsuccessful 
treatment for a year by heliotherapy and an un- 
known, but probably small, quantity of roentgen 
rays. Four epilation doses caused an extensive loss 
of epithelium (25 by 15 cm.), redness and swelling 
of the face, hoarseness, and great difficulty in swal- 
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lowing. As an area of ulceration was still present at 
the end of two months, an attempt at transplanta- 
tion was made under chloroform anesthesia. This 
operation was followed by renewed difficulty in 
swallowing, dyspnoea, and swelling and tenderness 
of the neck. Death occurred at the end of six weeks. 
Autopsy showed necrosis of the major portion of the 
laryngeal mucous membrane and arytenoid cartilage 
and marked cedema of the aryepiglottic fold and 
epiglottis. Death was due to suffocation. 

According to Meyer, neither the histopathological 
changes nor the obliteration of the vessels which, 
particularly in the intestines, is associated with 
marked thickening of the vessel walls, is character- 
istic of a roentgen-ray burn. 

The induration of fat of the lower portion of the 
abdomen and in the neck in these cases occurred 
only as the cumulative effect of repeated irradiation 
of the area. It is not pathognomonic of X-ray in- 
jury. Muehlmann attributes the sensitivity of this 
fat to its poor blood supply and to secondary injury 
by movements of the trunk and head. Hintze (Z). 


RADIUM 


Fernau, A.: The Biological Points of Attack of the 
Radium Rays (Die biologischen Angriffspunkte 
der Radiumstrahlen). Strahlentherapie, 1923, xv, 
532. 


On the basis of experiments with hen’s eggs, 
Schwarz, Wohlgemut, and Mesernizky conclude 
that lecithin is the point of attack of radium rays. 
Fernau and Pauli found that the changes occurred, 
not in the lecithin, but in the albumin and gluten 
of the rayed solutions and were most marked when 
the salt content, temperature, and concentration 
of the solutions were low. 

In similar experiments Fernau found that radia- 
tion increases autolysis. If the assumption is correct 
that the ferménts are protein substances with high 
energy, the increased autolysis is due to the energy 
added by the raying. Fernau ascribes the selective 
action of the rays on carcinomatous tissue to an 
increase in the activity of the autolytic ferments. 
This is indicated by the results of experiments made 
by Freund and Hertwig. Freund found that rayed 
extracts of carcinoma tissue dissolved cancer cells, 
whereas unrayed extracts did not. HELLER (Z). 


Glasser, O.: Newer Investigations of Gamma-Ray 
Dosage of Radium. J. Radiol., 1923, iv, 386. 


The author has previously reported methods of 
gamma-ray measurements which have given uni- 
formly consistent results in their application. In 
this article he reports the results of a series of measure- 
ments with a different combination of capsules. 

As it was observed that scattered rays caused an 
increase in the direct dosage, calculations could not 
be made on the basis of distance and absorption 
only. To measure the total dosage, the distribution 
entirely around a given radium capsule or around 
combinations of several capsules must be known. 


Curves resulting from connecting points where equal 
dosages are delivered in a given time have been 
designated ‘“‘isodoses.”” Several such isodoses of 
single capsules and various combinations are illus- 
trated by diagrams. 

The conclusions drawn are as follows: 

1. The points of equal doses do not run parallel 
with the surface of the capsule, but show charac- 
teristic deviations caused by the absorption rela- 
tions in the radio-active material and in the filter. 
The dose delivered to the adjoining tissues at the 
end of the capsule is only about half the dose de- 
livered in a given time at the midpoint of the 
capsule. 

2. The isodoses make it possible to determine 
immediately the exact dosage delivered at every 
point of the rayed medium. 

3. The shape, number, and manner of combina- 
tion of the capsules are important factors in deter- 
mining the form of the isodose. In this, the strength 
of the preparation plays no part. 

In conclusion, the author mentions that the iso- 
doses of radium emanation bulbs are entirely difler- 
ent on account of the small absorption in the gas. 
The form of the isodoses with radium emanation 
bulbs must be more even and almost parallel with 
the surface of the container. 

Hartunc, 


Gargano, C.: The Changes Produced by Radium 
in the Cells of Epitheliomata (Le alterazioni 
prodotte dalle radiazioni del radio sulle cellule 
degli epiteliomi). Ann. ital. di. chir., 1923, ii, 930. 

Gargano reports two cases of carcinoma, one of 
the temporo-masseter region and one of the uterine 
cervix, which were treated with radium and sub 
jected to several biopsies at intervals ranging from 
two to six weeks following the radiation. 

Though there was a temporary period in which 
the pain, discharge, and bleeding ceased, he was 
unable to note on microscopic examination any 
permanent regression of the pathologic cellular struc- 
tures nor any necrosis or fibrosis. In the carcinoma 
of the- jaw there was a temporary manifestation of 
apparent arrest of the growth and regeneration of 
the superficial epithelium, but the underlying struc- 
tures showed a hyperactive proliferative growth 
which eventually led to the breaking down of the 
regenerated superficial epithelium. 

Gargano is inclined to the opinion that the rays 
are unable to penetrate to the deeper layers ol 
epithelium and that therefore only the superficial 
areas yield to its influence. However, because the 
number of cases he has examined has been small, he 
is unable to draw any definite conclusions. 

James V. Ricci, M.D 


Ishido: The Action of Radiothorium upon Joints 
(Ueber die Wirkung des Radiothoriums auf die 
Gelenke). Strahlentherapie, 1923, xv, 537- 


After comparative experiments on the efiect of 
injecting silver nitrate, Berlin blue, and a suspen- 
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sion of talcum in water into the joint spaces, the 
author injected both soluble and insoluble solutions 
of radiothorium into the joints of rabbits and studied 
their efiects on the cartilage, the synovial mem- 
brane, and the fat bodies. It was found that the 
active substances were taken up by the synovial 
membrane and fat bodies which acted as protectors 
of the cartilage and bone and underwent hyper- 
emia, atrophy, and necrosis. The cartilage and 
osseous tissue, On the other hand, appeared to be 
very resistant to the radio-active substances, be- 
coming changed only after the synovial membrane 
lost its power of resorption. 

These findings the author believes help to ex- 
plain the therapeutic effect of radio-active substances 
in chronic joint diseases with regard to the resorp- 
tion of exudates and the breaking down of patholog- 
ical formations. HELLER (Z). 


MISCELLANEOUS 


Kellogg, J. H.: Should General Hospitals Establish 
Departments of Physiotherapy? Modern Hosp., 
1923, XXi, 512. 


“A department of physiotherapy may not be 
needed by every hospital, but every hospital needs 
physiotherapy and a physiotherapist.” With this 
introduction, Kellogg presents a most illuminat- 
ing and significant paper. He emphasizes the fact 


that, with the exception of a few specifics, medicines 
cure only when they aid in changing pathological 
processes into normal physiological processes. 
Physiotherapy is far more rational and more efficient 
than drug therapy. 

Hydrotherapy is one of the most versatile as well 
as one of the most potent of curative agents. By 
its use it is possible to control the temperature of 
the entire body or any part of it, even with such 
simple means as a wet cloth. Phototherapy and 
aerotherapy are rapidly gaining advocates. All 
of the benefits of sunlight may be obtained by the 
use of artificial lights such as the arc light, the Cooper- 
Hewitt tube, and the quartz lamp. In this way a 
hospital in the north can continue phototherapy 
during the colder half of the year. 

Electricity is used as a means of increasing 
metabolic activity. Of the many modalities, dia- 
thermy and the sinusoidal current are the most 
efficient. Mechanotherapy, like electrotherapy, 
has suffered at the hands of charlatans. In the 
treatment of certain cases of paralysis and paresis 
it has proved a very efficient aid to electricity. 

Prophylactic physiotherapy is of paramount 
importance. 

A progressive hospital must place emphasis on 
physiotherapy and provide proper facilities and a 
properly trained personnel. 

LLEWELLYN R. Lewis, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Glebowitsch, W. A.: Blood Changes in Sponta- 
neous Gangrene (Einige Blutveraenderungen bei 
Gangraena spontanea). Verhandl. d. Russ. Chir. 
Kong., Petrograd, 1923. 

In spontaneous gangrene the blood shows phys- 
ical, chemical, and microscopical changes and is 
darker than normal. The viscosity and coagulability 
are increased. The osmotic resistance of the eryth- 
rocytes shows the coefficients 7-9 instead of the 
normal coefficients 3-5. The hemoglobin content 
and the color index are low. In some cases the 
leucocyte count is greatly increased. The ratio 
of leucocytes to erythrocytes shows a decided 
increase. Carbon dioxide is found in excess. In 
addition there is a distinct retardation of the blood 
stream and a disturbance in the contractility of the 
capillaries. 

The author comes to the conclusion that the 
changes in the blood are due partly to a still-unknown 
toxin, and that the increase in viscosity, coagula- 
bility, and contractility are due chiefly to the excess 
of carbon dioxide. Bock (Z). 


Spencer, W.G.: Melanosis: Melanin, Melanoma, 
Melanotic Cancer. Brit. M. J., 1923, ii, 907. 


Meianin is obtained for study from macerated 
negro skin, the ink of the cuttle fish, or melanotic 
tumors. It consists of one part that contains sulphur 
and another that turns black on oxidation. Freed 
from all traces of blood, melanin gives no reaction 
for iron, and blood pigment plays no réle in its for- 
mation. 

The author considers that melanin originates 
from a colorless substance called ‘‘melanogen,” 
which is closely allied in composition to adrenalin 
and becomes melanin by oxidation. Bloch helds 
that melanogen is converted into melanin within 
the cells by an oxidase enzyme. On exposure to air, 
the urine of persons with secondary melanotic can- 
cer turns dark by oxidation. 

Darkening by the formation of melanin from 
melanogen may be produced by chemical agents 
such as tyrosin, adrenalin, etc. A preparation of 
tyrosin, called ‘‘dopa,” has been used as a stain to 
determine the presence or absence of melanogen in 
various tissues. In the human fetus the dopa reac- 
tion is positive in the epidermis and hair follicles 
before pigment has appeared. Pigmented cells in 
the choroid and dermis are not darkened by dopa as 
they contain no melanogen and merely ingest pig- 
ment by phagocytosis. Pigmented nevi stain 
deeply. 


Melanotic pigmented cells originate from the 
epidermis and pass into the dermis and deeper 
tissues. Mesoblastic cells take up pigment by phag- 
ocytosis except in cases of melanotic cancer jn 
which they develop the ability to form melanin, 
Collections of pigmented cells scattered among the 
internal organs and structures reached their location 
during embryonic life and have no known useful 
purpose. 

Tropical races have much pigment, while those 
living in cold regions have scattered collections. It 
is considered that melanin of the skin protects the 
central nervous system against sunlight and injury 
by ultraviolet rays. Pigment occurs in the pia 
mater of the base of the brain and on the cervical 
and lumbar spinal cord, about nerves and ganglia, 
in the eyeball, in the walls of the heart and large 
blood vessels, in the retroperitoneal and mesenteric 
connective tissue, and in the lungs, liver, trachea, 
and oesophagus. 

Pathological melanin formation is noted clini- 
cally at the site of a body louse bite, in increased 
skin pigmentation in workers in poorly ventilated 
coal-tar factories, and in the pigmentation follow- 
ing arsenic treatment. The effects of ultraviolet 
light rays vary with the melanin already present. 
Brunettes are not so easily sunburnt and do not 
become as easily freckled as blonds. Changes of 
pigmentation occur in endocrine disturbances—adre- 
nals (Addison’s disease) and thyroids (exophthal- 
mic goiter); in diseases of the liver and of the female 
genital organs; in cachexia; and in the skin of per- 
sons undergoing the open air treatment for tuber- 
culosis. A widely disseminated pigmentation has 
occurred in the course of generalized melanotic 
cancer. The brown pigmentation in the heart 
muscle and the liver and under the mucosa of the 
colon is melanin, not hemosiderin. 

In the author’s opinion, adrenalin and melanin 
are derived from the same substance. When the 
adrenals cease to take up this substance it collects 
in the epidermis as melanogen to form melanin by 
oxidation. In Addison’s disease and after the re- 
moval of the adrenals the skin becomes darkened 
by the formation of pigment in the epithelial cells. 
A solution of melanin has a weaker effect than ad- 
renalin on the blood vessels of the frog, but a strong- 
er effect on the rabbit’s heart. 

The color of the hair depends upon whether the 
genetic cells form melanin or not. The loss of pig- 
mented hair in gray horses is usually associated, as 
age advances, with the development of melanotic 
cancer. Horses whose hair remains dark rarely have 
this condition. 

Pigmented nevi are prone to undergo malignant 
degeneration into melanotic cancer. Melanomata 
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are more common among dark than among white 
races. Pigmented spots acquired after puberty or 
late in life may also become malignant. 

A few cases of great resistance to the extension of 
melanotic cancer have been reported, the subjects 
living many years after excision of the primary 
growth and several recurrences. 

Melanotic cancer of the eyeball usually metasta- 
sizes to the liver, and runs a rapidly fatal course, 
but cases of survival for ten, twelve, sixteen, seven- 
teen, and twenty-four years have been reported. 

Melanoma and melanotic cancer occur in the 
hard palate, olfactory mucous membrane, anogen- 
ital region, and pia mater of the brain and spinal 
cord. Melanotic cancer of the abdomen is usually 
secondary. 

Free and early excision is not followed by recur- 
rences in situ except in malignant cases in which the 
disease has spread widely. 

Watter C. Burkert, M.D. 


Renaud, A.: Statistics on Cancer in Switzerland, 
1991-1920 (Quelques renseignements statistiques 
sur le cancer en Suisse de rg01 4 1920). Rev. méd. de 
la Suisse Rom., 1923, xliii, 433. 


In Switzerland, 4,700 deaths occur annually from 
carcinoma and 300 from sarcoma. These 5,000 
cases of malignant tumors are about equally 
divided between males and females, but on the 
basis of the population the percentage is higher for 
the males. This is contrary to previous Swiss 
statistics and those of other countries, but the 
general impression that cancer is more frequent in 
females than males is due to the fact that females 
are generally attacked by external cancers while 
males are generally attacked by deep cancers which 
are more difficult to recognize but are now being 
diagnosed more readily by modern methods of ex- 
amination. 

The annual 5,000 fatal cases in Switzerland re- 
present 12.8 cases of every 10,000 inhabitants or 1 
case to every 780 of the population. 

If only persons over 40 years of age are taken 
into account, there are forty-five deaths from 
cancer among every 10,000 inhabitants or about 
one among every 220 inhabitants. 

These figures represent 9 per cent of the total 

number of deaths, and 14 per cent of the deaths of 
persons over 40 years of age. 
_ The ratio of 12.8 cases to each 10,000 inhabitants 
is higher than that given by any previous Swiss 
statistics (12.4) and than that in any other country 
at the present time (France, 7.8; Germany, 8.8; 
England, 9.7; Belgium, 6.6; Spain, 5.2; Italy, 6.5; 
Holland, 10.6; Sweden, 9.8; Austria, 8.0; Japan, 
6.4; United States 7.4). 

The increase in the number of cases of cancer 
noted in all countries is probably only an apparent 
increase due to the increase in medical resources. 

The increase is due to the deep visceral cancers; 
the incidence of external cancers has increased only 
slightly or has decreased. 
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The chief increase in external cancers has occur- 
red in cancers of the breast. These represent 14 per 
cent of cancers in women. 

Cases of cancer of the alimentary canal constitute 
more than three-fourths of the cases of cancer in 
man and more than one-half of those in woman. 
Cancer of the cesophagus and cancer of the stomach 
are more frequent in the male while cancer of the 
intestines and cancer of the gall bladder are more 
common in the female. 

The incidence of cancer of the female genital 
organs is stationary; it constitutes about 20 per 
cent of cancers in women. FLORENCE CARPENTER. 


GENERAL BACTERIAL, MYCOTIC, AND 
PROTOZOAN INFECTIONS 


New, G. B., and Figi, F. A.: Actinomycosis of the 
Head and Neck: A Report of 107 Cases. Surg., 
Gynec. €9 Obst., 1923, Xxxvii, 617. 


The authors have come to the conclusion that 
actinomycosis of the head and neck is the most 
commonly overlooked condition of these parts; 
this is demonstrated by the fact that in 107 such 
cases examined in the Mayo Clinic the condition 
had been previously recognized in only seven. The 
number of cases diagnosed in the Clinic has grad- 
ually increased from two in 1913 to twenty in 1922. 
Ninety-eight of the 107 patients were males. The 
-ages ranged from 9g to 69 years. About 70 per cent 
of the patients were between 21 and 50 years 
of age. 

Since the process is often extensive, it is difficult 
to group the patients according to the area involved. 
The 107 cases constituted 68.1 per cent of 157 cases 
of actinomycosis of the head and neck examined 
at the Clinic during the ten-year period. In 34.6 
per cent of these the condition involved the parotid 
region and cheek; in 31.7 per cent, the cervical 
region; and in 10.2 per cent the submaxillary region. 
In six cases the tongue, and in two the nasopharynx 
was involved primarily. Seventy-eight per cent of 
these patients were farmers and 9 per cent were 
laborers. 

In the author’s opinion the infection is carried 
into the tissues by an injury, very frequently with 
the introduction of a foreign body. A history of 
such an injury was elicited in a number of cases. 

The clinical history in cases of actinomycosis of 
the head and neck varies with the virulence of the 
infection and the amount of secondary infection. 
The condition may occur as an acute phlegmon or 
may be a slow indolent process developing in the 
course of months. The characteristic picture of an 
indurated mass which later breaks down developing 
multiple superficial abscesses is probably the most 
common. The most common symptoms are stiffness 
in the region involved, pain, and swelling. 

The diagnosis of actinomycosis must be based on 
the clinical picture, the finding of the sulphur gran- 
ules, and the microscopic demonstration of the 


actinomyces. In the group of cases presenting the 
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classical symptoms and clinical picture the diagnosis 
is simple. Many cases require prolonged observa- 
tion for corroboration of the clinical evidence. If a 
fresh pocket can be opened the sulphur bodies are 
usually demonstrated easily, but if there is a great 
deal of secondary infection, it is sometimes very 
difficult to obtain one for microscopic examination. 
A careful search for the granules should always be 
made at the time a phlegmon is drained. 

The disease may simulate almost any condition 
occurring about the head and neck: retro-orbital 
tumor, a malignant mass in the temporal region, a 
subperiosteal abscess of the scalp and mastoid 
region, malignancy of the nasopharynx, an infected 
cyst of the tongue, cancer of the tongue, a tumor 
at the base of the tongue suggesting malignancy, a 
sarcoma of the upper jaw and parotid region, osteo- 
myelitis of the lower jaw, a chronic phlegmon of the 
submaxillary region secondary to the extraction of 
teeth, a phlegmon of the cheek secondary to pyor- 
rhoea treatment, a chronic phlegmon of the cervical 
region secondary to tonsillectomy, bilateral cervical 
adenitis secondary to “flu” (?) and suggesting 
malignancy, a chronic indurated cellulitis of the 
neck, a carcinoma of the cervical region, recurring 
tuberculous adenitis, bilateral malignant lymphoma 
of the neck, a thyroglossal duct sinus, tuberculous 
thyroiditis, and cancer of the thyroid. When there 


is meningeal or chest involvement other problems 


arise in the differential diagnosis. 

An early diagnosis is the most important factor 
in obtaining good results in the treatment. Intra- 
cranial or intrathoracic extension may develop in 
advanced cases in spite of treatment. The treat- 
ment is empirical, consisting of the application of 
radium to break down the granulomatous masses 
and to assist in cleaning up the induration. A 
saturated solution of potassium iodide is given in 
gradually increasing doses of 10 to 200 drops three 
times a day, and as soon as softening occurs the 
abscesses are drained freely, swabbed with tincture 
of iodine, and packed open with iodoform gauze. 
Swabbing with tincture of iodine and packing with 
iodoform gauze are done daily. The condition was 
cleared up in this manner in practically all except 
the advanced cases in the series, in which, on account 
of the proximity of the primary lesion to the skull 
or the chest, the infection had extended to the 
meninges or the thorax. F. A. Fic1, M.D. 


Wakeley, C. P. G.: The Treatment of Actinomyco- 
sis by the X-Rays, with a Report of Nine Cases. 
Arch. Radiol. & Electrothcrapy, 1923, xxviii, 129. 


In actinomycosis, roentgen-ray therapy causes 
the disappearance of the induration around the 
sinuses and softening of the scar tissue. It should be 
combined with other measures such as excision or 
scraping of the sinuses with the injection of 2 per 
cent iodine in alcohol where possible, and the internal 
administration of large doses of potassium iodide. 

Of the nine cases treated by the author, the jaw 
was involved in three, the side of the neck in one, 


the lungs in two, and the appendix in two. Two of 
the patients with actinomycosis of the jaw recovered 
completely; the third developed erysipelas and an 
epithelioma at the site of the lesion and died. The 
patient with a lesion at the side of the neck died 
subsequently with symptoms suggesting lung jin- 
volvement. Both cases of early involvement of the 
lung proved fatal. The two patients with actino- 
mycosis of the appendix were cured. The detailed 
histories of the nine cases are given. 
ApDOLPH HARTUNG, M.D. 


DUCTLESS GLANDS 


Demel, R., Jatrou, S., and Wallner, A.: Experi- 
mental Studies on the Relation of the Ovaries, 
Adrenals, and Thymus to the Thyroid in Rats 
(Beziehungen der Ovarien, Nebennieren, und des 
Thymus zur Thyreoidea bei Ratten: Experimentelle 
Studie). Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1923, 
XXxvi, 306. 


The experiments reported were performed on 
fifty-one rats. It was found that bilateral oipho- 
rectomy caused a slight increase in colloid. In 
young animals, oéphorectomy and thymus implan- 
tation made such demands upon the young thyroid 
by the change in the reciprocal action of the endo- 
crine glands that its cells are not equal to the altered 
requirements and a transformation of the thyroid 
takes place. Too rapid a transformation appeared 
to be the cause of the death of some of the rats. 
When the change occurred more slowly, the animals 
survived, possibly because of a slow adaptation of 
the cells to the new requirements. 

When but little of the transplanted thymus re- 
mains alive, the transformed thyroid is a colloid 
goiter, but when the transplanted thymus is well 
preserved, the result is a colloid goiter of solid 
strands of cells deposited between the separate 
follicles. The thyroid gland of the sexually mature 
animal is unable to accommodate itself to the 
changed requirements following bilateral ophorec- 
tomy and thymus transplantation and compensates 
for this inability by enlarging its secreting surfaces 
by the formation of papillary proliferations of the 
follicular epithelium. 

In a pregnant odphorectomized animal the thy- 
roid was found very rich in colloid (colloid-like 
struma) four days after the operation, but two 
months later two-thirds of the thyroid suggested the 
picture of a colloid struma and one-third that of a 
parenchymatous struma. Bilateral odphorectomy 
with thymus transplantation in pregnant animals 
caused, besides a struma resembling both the colloid 
and parenchymatous types, an increase in secretion 
(droplets of secretion in the colloid, particularly at 
its margin and in the protoplasm of the cells of the 
firm portion between the follicles). Following 
odphorectomy, thymus transplantation, and unilat- 
eral resection of the vagus, the collection o/ colloid 
was less than when resection of the vagus was not 
done. 
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A reduction of the chromaffin system by the 
removal of one adrenal gland in animals subjected 
to bilateral odphorectomy and transplantation of 
the thymus caused an increase in the function of the 
thyroid gland, but this was less than that occurring 
in pregnant animals subjected to bilateral oéphorec- 
tomy and transplantation of the thymus. 

STEGEMANN (Z). 


EXPERIMENTAL SURGERY 


Schafer, Sir E. S.: The Relations of Surgery and 
Physiology. Lancet, 1923, ccv, 915. 

From the time of Harvey it has been conceded 
that animal experimentation is necessary for the 
advancement of medical science. Many of the older 
surgeons refused to believe that an operation upon 
the lower animals could be of value in obtaining 
information which might be useful in a similar 
operation upon man. Sir Victor Horsley was born 
at a time when the importance of animal experi- 
mentation as a guide to surgery was beginning to be 
recognized. 

Not long before Horsley became a medical stu- 
dent, David Ferrier reported a series of investiga- 
tions on the mechanical stimulation of the cerebral 
cortex. The findings of this research refuted the 
view held by physiologists at that time that the 
entire cortex functions as a body and that the 
different centers have no representation in it. Previ- 
ously, on the basis of observations in traumatic 
epilepsy, Jackson had suggested the possibility of 
localization. 

’ When he accepted the Chair of Physiology at Uni- 
versity College, London, the author was _ inter- 
ested in the problem of the removal of definite 
areas of cerebral cortex and desired the assistance 
of a colleague who had training in Lister’s methods. 
For this position he selected Victor Horsley. 
Horsley had acquired great surgical skill and was 
very energetic, performing several experimental 
operations at a sitting. Later, he became oc- 


cupied with the duties of private practice, teach- 
ing, etc., but the experience he gained in the 
laboratory was invaluable to him when he received 
his appointment as surgeon to the Hospital for 
Nervous Diseases in Queen’s Square, London. 

In 1883 Victor Horsley was appointed by the 
Clinical Society of London as a member of a 
committee to study experimentally the effects of 
removal of the thyroid gland in animals. The 
report of these experiments was not published until 
1888, probably on account of the fact that the 
results following the removal of the gland were 
indefinite. Some of the animals became apathetic, 
but others became acutely nervous and died in con- 
vulsions. Unfortunately, the parathyroids were 
then not known to have a definite function and 
what Horsley supposed to be but different phases of 
the same condition were due to the removal of the 
parathyroids with the thyroid gland. 

The eminent surgeon, Joseph Lister, who was a 
student under Sir William Sharpey and trained as 
an experimental physiologist, made many scientific 
investigations in this field. This included much 
pioneer work with the microscope and in the prepara- 
tion of histologic specimens for examination. Pro- 
bably his most distinctive work was done on the 
physiology of absorption from the intestines, the 
vascular changes accompanying inflammation, and 
the coagulation of the blood. 

In Lister’s opinion, surgery could advance only 
through the aid of animal experimentation. So 
sure was he of this that when he was asked for a 
public declaration against vivisection by Queen 
Victoria, he gave his views in no uncertain terms. 
In his report before the Royal Commission he 
stated that it was only by his experiments on the 
lower animals that he was enabled to perfect his 
system of antiseptic surgery. 

In conclusion the author emphasizes the necessity 
of teamwork between the physiologist and surgeon 
in the advance of research. 

WiiaM J. Pickett, M.D. 
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